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Important Information

THIS IS NOT AN INSURED BEEFIT PLAN. THE BENEFITS DESCRIBED IN THIS BOOKLET OR
ANY RIDER ATTACHED HERETO ARE SELANSURED BY MARICOPA COUNTY WHICH IS
RESPONSIBLE FOR THEIR PAYMENTCIGNA HEALTH AND LIFE INSURANCE COMPANY
(CIGNA) PROVIDES CLAIM ADMINISTRATION SERVICES TO THE PLANBUT CIGNA DOES NOT
INSURE THE BENEFITS DESCRIBED.

THIS DOCUMENT MAY USE WORDS THAT DESCRIBE A PLAN INSURED BY CIGN BECAUSE
THE PLAN IS NOT INSURED BY CIGM, ALL REFERENCES TO INSURANCE SHALL BE READ TO
INDICATE THAT THE PLAN IS SELFINSURED. FOR EXAMPLEREFERENCES TO "CIGN,"
"INSURANCE COMPANY," AND "POLICYHOLDER" SHALL BE DEEMED TO MEAN YOUR
"EMPLOYER" AND "POLICY" TO MEAN "PLAN" AND "INSURED" TO MEAN "COVERED" AND
"INSURANCE" SHALL BE DEEMED TO MEAN "COVERAGE."

HC-NOT89



Explanation of Terms

You will find terms starting with capital letters throughout your certificate. To help you understand your benefits,thess tefrms
are defined in the Definitions section of your certificate.

The Schedule

The Schedule is a brief outlineof your maximum benefits which may be payable under your insurance. For a full description
of each benefit, refer to the appropriate section listed in the Table of Contents.



§:2Cigna®

Special Plan Provisions

When you select a Participating Provider, thismRlays a
greater share of the costs than if you select aRaticipating
Provider.Participating Providers include Physicians, Hospitals
and Other Health Care Professionals and Other Health Care
Facilities. Consult your Physician Guide for a list of
Paricipating Providers in your area. Participating Providers
are committed to providing yoand your Dependents
appropriate care while lowering medical costs.

Services Available in Conjunction With Your Medical
Plan

The following pages describe helpful seegavailable in
conjunction with your medical plan. You can access these
services by calling the teftee number shown on the back of
your ID card

HC-SPP44 04-17

Case Management

Case Management is a service provided through a Review
Organization, whiclassists individuals with treatment needs
that extend beyond the acute care setting. The goal of Case
Management is torsure that patients receive appropriate care
in the most effective setting pmible whether at home, as an
outpatient, or an inpatient ia Hospital or specialized facility.
Should the need for Case Management arise, a Case
Management professional will work closely with the patient,
his or her family and the attending Physician to determine
appropriate treatment options which will best btbe

You, your dependertr an attending Physician can uegt
Case Management services by callingttiefree number
shown on your ID card during normal business hours,
Monday through Friday. In addition, your employer, a claim
office or a utilization review program (see the PAC/CSR
section of your certifica)emay refer an individual for Case
Managment.

The Review Organization assesses each case to determine
whetherCase Management is appropriate.

You or your Dependent is contacted by an assigned Case
Manager who explains in detail how the program works. A
penalty or benefit reduction is imposed if you do not wish to
participate in Case Management.

Following an initial assessment, the Case Manager works
with you, your family and Physician to determine the needs
of the patient and to identify what alternateatreent
programs are available (for examplehiome medical care

in lieu of an extended Hospital convalescence).

The Case Manager arranges for alternate treatment services
and supplies, as needed (for example, nursing services or a
Hospital bed and oth@urable Medical Equipment for the
home).

The Case Manager also acts as a liaison between the insurer,
the patient, his or her family and Physician as needed (for
example, by helping you to understand a complex medical
diagnosis or treatment plan).

Once thealternate treatment program is in place, the Case
Manager continues to manage the case to ensure the
treatment program remains appropriate to the patient's
needs.

patient's needs and keep costs manageable. The Case Manager While participation in Case Management is strictly voluntary,

will help coordinate the trément program and arrange for
necessary resources. Case Managers are also available to
answer guestions and provide ongoing support for the family
in times of melical crisis.

Case Managers are Registered Nurses (RNs) and other
credentialed health care professionals, each trained in a
clinical specialty area such as trauma, high risk pregnancy and
neonates, oncology, mental health, rehatidih or general
medicire and surgery. A Case Manager trained in the
appropriate clinical specialty area will be assignegoto or

your dependentn addition, Case Managers are supported by

a panel of Physician advisors who offer guidance otoup

date treatment programs anddital technology. While the

Case Manager recommends alternate treatment programs and
helps coordinate needed resources, the patient's attending
Physician remains responsible for the actual medical care.

Case Management professioneds offer quality, cost

effective treatment alternatives, as well as provide assistance
in obtaining needed medical resources and ongoing family
support in a time of need.

HC-SPP2 04-10
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Additional Programs

We may, from time to time, offer or armga for various

entities to offer discounts, benefits, or other consideration to
our members for the purpose of promoting the general health
and well being of our membend/e may also arrange for the
reimbursement of all or a portion of the cost of services
provided by other parties to the Policyhold@ontact us for
details regarding any such arrangements.

HC-SPP3 04-10

V1

Care Management and Care Coordination Services

Your planmay enter into specific collaborative arrangements
with health care profegmals committed to improving quality
care, patient satisfaction and affordability. Through these
collaborative arrangementsgalth care professionals commit
to proactively providing participants with certain care
management and care coordination seniodacilitate
achievement of these goaReimbursement is provideat
100%for these services when rendered by designated health
care professionals in these collaborative arrangements.

HC-SPP27 06-15
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Important Notices

Direct Access to Obstetricianand Gynecologists

You do not need prior authorization from the plan or from any
other person (including a primary care provider) in order to
obtain access to obstetrical or gynecological care from a health
care professional in our network who specialimesbstetrics

or gynecology. The health care professional, however, may be
required to comply with certain procedures, including
obtaining prior authorization for certain services, following a
pre-approved treatment plan, or procedures for making
referrals For a list of participating health care professionals
who specialize in obstetrics or gynecology, visit
www.mycigna.conor contact customer service at the phone
number listed on the back of your ID card.

Selection of a Primary Care Provider

This plan geerally allows the designation of a primary care
provider. You have the right to designate any primary care
provider who participates in the network and who is available
to accept you or your family members. For information on
how to select a primary capeovider, and for a list of the
participating primary care providers, visit www.mycigna.com

or contact customer service at the phone number listed on the
back of your ID card.

For children, you may designate a pediatrician as the primary
care provider.

HC-NOT5 01-11

Important Information
Rebates and Other Payments

Cigna or its affiliates may receive rebates or other

remuneration from pharmaceutical manufacturers in

connection with certain Medical Pharmaceuticals covered

under your plan and PrescriptionugrProducts included on

the Prescription Drug List. These rebates or remuneration are
not obtained on you or your E
your benefit. Cigna, its affiliates and the plan are not obligated

to pass these rebates onto you, orapplt hem t o your
Deductible if any or take them into account in determining

your Copayments and/or Coinsurance. Cigna and its affiliates

or designees, conduct business with various pharmaceutical
manufacturers separate and ap
Pharmaceutical and Prescription Drug Product benefits. Such
business may include, but is not limited to, data collection,
consulting, educational grants and research. Amounts received
from pharmaceutical manufacturers pursuant to such
arrangements aretrelated to this plan. Cigna and its

affiliates are not required to pass on to you, and do not pass on
to you, such amounts.

HC-IMP258M 01-19
Discrimination is Against the Law

Cigna complies with applicable Federal civil rights laws and
does not diséminate on the basis of race, color, national

origin, age, disability or sex. Cigna does not exclude people or
treat them differently because of race, color, national origin,
age, disability or sex.

Cigna:

1 Provides free aids and services to people withhiisies to
communicate effectively with us, such as:

1 Qualified sign language interpreters

1 Written information in other formats (large print, audio,
accessible electronic formats, other formats)

1 Provides free language services to people whose primary
language is not English, such as

1 Qualified interpreters
1 Information written in other languages

myCigna.com
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If you need these services, contact customer service at the toll
free phone number shown on your ID card, and ask a
Customer Service Associate for assistance.

If you believe that Cigna has failed to provide these services
or discriminated in another way on the basis of race, color,
national origin, age, disability or sex, you can file a grievance
by sending an email tACAGrievance@cigna.comr by
writing to the folloving address:

Cigna

Nondiscrimination Complaint Coordinator

P.O. Box 188016

Chattanooga, TN 37422

If you need assistance filing a written grievance, please call
thenumber on the back of yolld card or send an email to
ACAGrievance@cigna.conyou can alsdile a civil rights
complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby,jef by mail or
phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-3681019, 800537-7697 (TDD)

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html

HC-NOT96 07-17

Proficiency of Language Assistance Services

Englishi ATTENTION: Language assistance services, free
of charge, are available to you. For current Cigna customers,
call the number on the back of your ID card. Otherwise, call
1.800.244.6224 (TTY: Dial 7).

Spanishi ATENCION: Hay servicios de asistencia de
idiomas, sin cargo, a su disposicion. Si es un cliente actual de
Cigna, llame al nimero que figura en el reverso de su tarjeta
de identificacion. Si no lo es, llame al 1.800.244.6224 (los
usuarios de TY deben llamar al 711).
Chinesei .

Cigna ID .

1.800.244.6224

Vietnamesei X1 N LhU h: Qul v L€ c
vQ ngt'n g mi_, n phz2z. D" nh ch
Cigna, vui | ,ng g i s " ng mttp
khg&§c xin g i s° 1.800.244.622

tn Qo
Ax G0 TBT Fo40 f 0 BAvo.
VeZAlEID AN 33/ BlEs K T
> AC .. om .t/ I 1.800.244.6224
(TTY:0 %1 71DKq 1 # SHAC.

Tagalogi PAUNAWA: Makakakuha ka ng mgasisyo sa

tulong sa wika nang libre. Para sa mga kasalukuyang customer
ng Cigna, tawagan ang numero sa likuran ng iyong ID €ard.
kaya, tumawag sa 1.800.244.6224 (TTial ang 711).

Russiani 1 1 R ¢1 R[: ©90d3 didsclzls ftcj HE
BJ MYy dzOIsdz" j [k Mdlizdzd] of'j telfpisHOYOM]
f d&zOdzj Cigna, fsLotdedlsj 5 datsds
sBteObdets? Mbsstesdsy o 0Oh j2 dHJdalsq
Zyofmls dzd SO dfddz@edzO . dzy W o dzw § Isj fp+ &
dL dzOh dr § zOdese, fYssLoetddlsjy §ts
(TTY: 711).

Koreanf 5 : At ,...f AL

-~ Cigna

7T

eDlaal oS dalie glaall dan il cilars sl sl - Arabic
pSHilay eda e () gaall &8 5L Juai¥) ela  gudlall Cigna
(T11e d=il : TTY) 1.800.244.6224 « dad) ¢ dpad il

French Creolei ATANSYON: Gen sévis ed nan lang ki
disponib gratis pou ou. Pou kliyan Cigna yo, rele nimewo ki
deye kat ID ou. Sinon, rele nimewo 1.800.244.6224

(TTY: Rele 711).

Frenchi ATTENTI ON: Des services d
sont proposés gratuitemeBi.vous étes un client actuel de

Cigna, veuillez appeler le numéro indiqué au verso de votre
carte dobéidentit®. Sinon, veui
1.800.244.6224 (ATS : composez le numéro 711).

Portuguesei ATENCAO: Tem ao seu dispor servigos de
assisténcidinguistica, totalmente gratuitos. Para clientes

Cigna atuais, ligue para 0 niumero gue se encontra no verso do
seu cartdo de identificag&aso contrario, ligue para
1.800.244.6224 (Dispositivos TTY: marque 711).

Polishi UWAGA: w celu skorzystaniazdbsn pnej ,
bezpgatnej pomocy jnAnzykowej,
mogN dzwonil pod numer podany
identyfikacyjnej.Wszystkie inne osoby prosimy o

skorzystanie z numeru 1 800 244 6224 (TTY: wybierz 711).

Japanesé

ok b a5
£ 8% od BHovy At —Gignep
kh&§obhoh " ng hi gzt e=a

ayof ML, H L

s Y & 1.800.24%6224 TTYE €
P11 (QTeT%s  Quay

Sg’oo i7T|\fl-9:|. ) .

myCigna.com
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Italian 7 ATTENZIONE: Sono disponibili servizi di
assistenza linguistica gratuiti. Per i clienti Cigna attuali,
chiamare il numero sul retro della tesséiralentificazione.

In caso contrario, chiamare il numero 1.800.244.6224 (utenti
TTY: chiamare il numero 711).

Germani ACHTUNG: Die Leistungen der
Sprachunterstitzung stehen lhnen kostenlos zur Verfigung.
Wenn Sie gegenwartiger Cigi@nde sind, rufen &ibitte die
Nummer auf der Rickseite lhrer Krankenversicherungskarte
an. Andernfalls rufen Sie 1.800.244.6224 an (TTY: Wéahlen
Sie 711).

B Sy sem 4y (5 S8 Slast 14a 55— Persian (Farsi)
6\0)‘.&5\4 Laka) sCigna u_laauhﬂ)lf.m L51J._1_J};:L5‘143L)|Laﬁ4__1
Lasail e 0 280 (el Cuwlad Sl O IS cudy ja a8
O il e By (Al s le) 3580 (ulad 1.800.244.6224 o et
(258 oo el 15711 o jleds

HC-NOT97 07-17

Mental Health Parity and Addiction Equity Act of 2008
(MHPAEA) - Non-Quantitative Treatment Limitati ons
(NQTLs)

Federal MHPAEA regulations provide that a plan cannot
impose a NorQuantitative Treatment Limitation (NQTL) on
mental health or substance use disorder (MH/SUD) benefits in
any classification unless the processes, strategies, evidentiary
standads, or other factors used in applying the NQTL to
MH/SUD benefits are comparable to, and are applied no more
stringently than, those used in applying the NQTL to
medical/surgical benefits in the same classification of benefits
as written and in operatiomder the terms of the plan.

Non-Quantitative Treatment Limitations (NQTLS) include:

1 Medical management standards limiting or excluding
benefits based on Medical Necessity or whether the
treatment is experimental or investigative;

1 Prescription drug formulgrdesign;
1 Network admission standards;

1 Methods for determining inetwork and oubf-network
provider reimbursement rates;

1 Step therapy a/k/a fafirst requirements; and

1 Exclusions and/or restrictions based on geographic location,
facility type or provide specialty.

A description of your planods
processes applied to medical/surgical benefits and MH/SUD
benefits is available for review by Plan Administrators (e.g.
employers) and covered persons by accessing the appropriate
link below:

Employers (Plan Administrators):
https://cignaaccess.cigha.com/secure/app/cal/centralRepo
Log in, select Resources and Training, then select the
NQTL document.

Covered Persons:www.cigna.consp

To determine which document applies to your plan, select th
relevant health plan product; medical management model
(inpatient only or inpatient and outpatient) which can be
located in this booklet immediately followirfighe Schedule;

and pharmacy coverage (whether or not your plan includes
pharmacy coverage).

HC-NOT113 01-20

How To File Your Claim

Thereds no pNewwerkcare.Just sHow yourl n
identification card and pay your share of the cost, if any; your
provider will submit a claim to Cigna for reimbursement.-Out
of-Network claims can be submittegt the provider if the
provider is able and willing to file on your behalf. If the
provider is not submitting on your behalf, you must send your
completed claim form and itemized bills to the claims address
listed on the claim form.

You may get the requiredaim forms from the website listed
on your identification card or by using the tbie number on
your identification card.

CLAIM REMINDERS

1 BE SURE TO USE YOUR MEMBER ID AND
ACCOUNT/GROUP NUMBER WHEN YOU FILE
Cl GNA6S CLAI M FORMS,
YOUR CIGNA CLAIM OFFICE.

YOUR MEMBER ID IS THE ID SHOWN ON YOUR
BENEFIT IDENTIFICATION CARD.

YOUR ACCOUNT/GROUP NUMBER IS SHOWN ON
YOUR BENEFIT IDENTIFICATION CARD.

1 BESURETO FOLLOW THE INSTRUCTIONS LISTED
ON THE BACK OF THE CLAIM FORM CAREFULLY
WHEN SUBMITTING A CLAIM TO CIGNA.

Timely Filing of Out-of-Network Claims

Cigna will consider claims for coverage under our plans when
proof of loss (a claim) is submitted within 180 days for-Out
of-Network benefits after services are rendered. If services are

10

myCigna.com
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rendered o consecutive days, such as for a Hospital
Confinement, the limit will be counted from the last date of
service. If claims are not submitted within 180 days for-Out
of-Network benefits, the claim will not be considered valid
and will be denied.

WARNING : Any person who knowingly and with intent to
defraud any insurance company or other person files an
application for insurance or statement of claim containing any
materially false information; or conceals for the purpose of
misleading, information concerniramy material fact thereto,
commits a fraudulent insurance act.

01-11
Vi1
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Eligibility - Effective Date

Employee Insurance
This plan is offered to you as an Employee.
Eligibility for Employee Insurance

You will become eligible for insurance oretday you
complete the waiting period if:

1 you are in a Class of Eligible Employees; and

1 you are an eligible, fultime or parttime Employee; and
1 you normally work at least0 hours a weekand

1 you pay any required contribution.

If you were previously insed and your insurance ceased, you
must satisfy the Waiting Period to become insured again.

Rehires:

17 If rehired within 30 calendar days of job termination
effective date and first day of rehire, reinstated in benefits with
no gap in coverage.

27 If rehired greater than 30 calendar days of job termination
effective date and first day of rehire, benefits effective first
day of the month following date of hire or date of benefits
eligibility.

Eligibility for Dependent Insurance

You will become eligibledr Dependent Insurance on the later
of:

1 the day you become eligible for yourself; or
1 the day you acquire yomew Dependent.

Waiting Period

The first day of the month following date of hive date of
benefits eligibility

Classes of Eligible Employees

Each Employee as reported to the insurance company by your
Employer.

Effective Date of Employee Insurance

You will become insured on the date you elect the insurance
by signing an approved payroll deduction or enrollment form,
as applicable, but no earlieratinthe date you become eligible.

You will become insured on your first day of eligibility,
following your election, if you are in Active Service on that
date, or if you are not in Active Service on that date due to
your health status.

Late Entrant - Employee

You are a Late Entrant if:

1 you elect the insurance more than 30 days after you become
eligible; or

1 you again elect it after you cancel your payroll deduction (if
required).

Dependent Insurance

For your Dependents to be insured, you will have to pay the
required contribution, if any, toward the cost of Dependent
Insurance.

Effective Date of Dependent Insurance

Insurance for your Dependents will become effective on the
date you elect it by signing an approved payroll deduction
form (if required), but no eher than the day you become
eligible for Dependent Insurance. All of yougfendents as
defined will be ncluded.

Your Dependents will be insured only if you are insured.
Late Entrant i Dependent
You are a Late Entrant for Dependent Insurance if:

1 you elet that insurance more than 30 days after you
become eligible for it; or

1 you again elect it after you cancel your payroll deduction (if
required).

Exception for Newborns

Any Dependent child born while you are insured will become
insured on the date of Hiérth up through the 96th hour
following date of birth. If you elect to insure your newborn
child, you must enroll the child in coverage within 30 calendar
days following birth, or no benefits for expenses incurred
beyond the 96th hour will be payable.

HC-ELG274M 01-19
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Important Information About Your
Medical Plan

Details of your medical benefits are described on the
following pages.

Opportunity to Select a Primary Care Physician
Choice of Primary Care Physician:

This medical plan does not require thiati select a Primary
Care Physician or obtain a referral from a Primary Care
Physician in order to receive all benefits available to you
under this medical plan. Notwithstanding, a Primary Care
Physician may serve an important role in meeting your health
care needs by providing orranging for medical care for you
and your DependentBor this reason, we encourage the use of
Primary Care Physicians and provide you with the opportunity
to select a Primary Care Physician from a list provided by
Cigna for youself and your Dependents. If you choose to
select a Primary Care Physician, the Primary Care Physician
you select for yourself may be different from the Primary Care
Physician you select for each of your Dependents.

HC-IMP212M 01-18
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Open Access Plus Medical Benefits
The Schedule

For You and Your Dependents

Open Access Plus Medical Benefitovide coverage for care-iMetwork and Oubf-Network. To receiv®dpen Access
Plus Medical Benefitsyouand your Dependentaay be required to pay a portion of the Covered Expenses for servi
and suppliesThat portion is the Deductible or Coinsurance.

When you receive services from anNietwork Provider, remind your provider to utilize Network Proviers for xrays,
lab tests and other services to ensure the cost may be considered dehgdrk level.

If you are unable to locate an-Network Provider in your area who can provide you with a service or supply that is
covered under this plan, yoaust call the number on the back of your I.D. card to obtain authorization fafOut

Network Provider coverage. If you obtain authorization for services provided by asf-@etwork Provider, benefits for
those services will be covered at theNatworkbenefit level.

Coinsurance

The term Coinsurance means the percentage of Covered Expenses that an insured person is required to pay ung
in addition to the Deductible, if any.

Deductibles

Deductibles are Covered Expenses to be paid by ygaw Dependent before benefits are payable under this plan.
Deductibles are in addition to any Coinsurance. Once the Deductible maximum in The Schedule has been reachg
and your family need not satisfy any further medical deductible for the rdstofear.

Contract Year
Contract Year means a twelve month period beginning on each 07/01.

Out-of-Pocket Expenses For In-Network Charges Only

Out-of-Pocket Expenses are Covered Expenses incurred for charges that are not paid by the benetiugiofeny
Deductibles or Coinsurance. Such Covered Expenses accumulate to-tifeF@aket Maximum shown in The Schedul
When the Oubf-Pocket Maximum is reached, all Covered Expenses, except charges-fuympliance penalties, are
payable by the énefit plan at 100%.

Out-of-Pocket Expenses For Out-of-Network Charges Only

Out-of-Pocket Expenses are Covered Expenses incurred for charges that are not paid by the benefit plan. The fo
Expenses contribute to the GaftPocket Maximum, and vém the Oubf-Pocket Maximum shown in The Schedule is
reached, they are payable by the benefit plan at 100%:

1 Coinsurance.
1 Plan Deductible.

Once the Oubf-Pocket Maximum is reached for covered services that apply to thef®atcket Maximum, any beifit
deductibles are no longer required.

The following Outof-Pocket Expenses and charges do not contribute to thefacket Maximum, and they are not
payable by the benefit plan at 100% when the-@+Rocket Maximum shown in The Schedule is reached

1 Non-compliance penalties.
1 Any benefit deductibles.
1 Provider charges in excess of the Maximum Reimbursable Charge.
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Open Access Plus Medical Benefits
The Schedule

Accumulation of Plan Deductibles and Outof-Pocket Maximums

Deductibles and Owtf-Pocket Maximums do not cresscumulate (thas, In-Network will not accumulate to Ouwtf-
Network and Oubf-Network will not accumulate to Hletwork). All other plan maximums and servispecific
maximums (dollar and occurrence) cr@gzumulate between-4and Outof-Network unless otherwise reat.

Note:
For information about your health fund benefit and how it can help you pay for expenses that may not be covered
this plan, refer to AWhat You Should Know about Ci
Multiple Surgical Reduction

Multiple surgeries perfoned during one operating session result in payment reduction of 50% to the surgery of les
charge. The most expensive procedure is paid as any other surgery.

Assistant Surgeon and CeSurgeon Charges

Assistant Surgeon

The maximum amount payable will bmited to charges made by an assistant surgeon that do m&deagercentage of
t he s sallgvabterctharge as specified in Cigna Reimbursement Policies. (For purposes of this limitation, allg
charge means the amount payable to the surgeontpramy reductions due to coinsurance or deductible amounts.)
Co-Surgeon

The maximum amount payable for charges made kgucgeons will be limited to the amount specified in Cigna
Reimbursement Policies.

Case Management
Note: If you choose to disentdR not engage in Case Management, a fee of $250 may be assessed.

Out-of-Network Emergency Services Charges

1. Emergency Services are covered at thdetwork costsharing level if services are received from a-panticipating
(Out-of-Network) provider

2. The all owable amount used to determine the Pl an
Out-of-Network Hospital, or by an Owdf-Network provider in an kiNetwork Hospital, is the amount agreed to by tf
Out-of-Network providerand Cigna, or if no amount is agreed to, the greatest of the following, not to exceed the
providerds billed charges: {Networkiprowdersifer thé Emergency Sarwce,
excluding any IfiNetwork copay or coinsurance; (fhe Maximum Reimbursable Charge; or (iii) the amount payab
under the Medicare program.

The member is responsible for applicableNietwork costsharing amounts (any deductible, copay or coinsurance). T
member is also responsible for all charges that beamade in excess of the allowable amount. If thed®itetwork
provider bills you for an amount higher than the amount you owe as indicated on the Explanation of Benefits (EO
contact Cigna Customer Service at the phone number on your ID card.

BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK
Lifetime Maximum Unlimited
The Percentage of Covered Expensey 15% 50%of the Maximum Reimbursable
the Member Pays Charge
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK
Maximum Reimbursable Charge

Maximum Reimbursade Charge is
determined based on the lesser of the
providerds nor mal
service or supply; or

A policyholderselected percentage of| Not Applicable 110%
fee schedule Cigna has developed thg
is based upon a methodology similar 1
a methodology utilizethy Medicare to
determine the allowable fee for the
same or similar services within the
geographic market. In some cases, a
Medicare based schedule will not be
used and the Maximum Reimbursablg
Charge for covered services is
determined based on the lesskr o
fthe providerds n
similar service or supply; or

1 the 80th percentile of charges madsé
by providers of such service or
supply in the geographic area wher
it is received as compiled in a
database selected by Cigna. If
sufficient charge datis unavailable
in the database for that geographic
area to determine the Maximum
Reimbursable Charge, then data in
the database for similar services mg
be used.

Note:

The provider may bill you for the
difference between the pravie r 6 s
normal charge and the Maximum
Reimbursable Charge, in addition to
applicable deductibles and coinsurang

Note:

Some providers forgive or waive the
cost share obligation (e.g. your
deductible and/or coinsurance) that th
plan requires you to paWaiver of
your required cost share obligation ca|
jeopardize your coverage under this
plan. For more details, see the
Exclusions Section.
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK

Contract Year Deductible

Individual $1,500 per person $3,000 per person
Family Maximum $3,000 pefamily $6,000 per family

Family Maximum Calculation
Collective Deductible:

All family members contribute
towards the family deductible. An
individual cannot have claims
covered under the plan coinsurance
until the total family deductible has
been satisfied.

Combined Medical/Prescription/
Behavioral Health Contract Year
Deductible

Combined Medical/Prescription/ Yes In-Network coverage only
Behavioral Health Deductible:
includes retail and home delivery
prescription drugs

Home DeliveryPharmacy Costs Yes In-Network coverage only
Contribute to the Combined
Medical/Prescription/Behavioral
Health Deductible

Combined Out-of-Pocket Maximum
for Medical, Prescription and
Behavioral Health Expenses

Individual $3,275 per person $6,550 @r person
Family Maximum $6,550 per family $13,100 per family

Family Maximum Calculation

Collective Out-of-Pocket
Maximum:

All family members contribute
towards the family Oubf-Pocket.
An individual cannot have claims
covered at 100% untihe total
family Outof-Pocket has been
satisfied.
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OF-NETWORK

Combined Out-of-Pocket Maximum
for Medical, Prescription and
Behavioral Health Expenses

Combined Medical/Prescription and Yes In-Network coverage only
Behavioral Health Oubf-Pocket:
includes retail and home delivery
prescrigion drugs

Home Delivery Pharmacy Costs Yes In-Network coverage only
Contribute to the Combined
Medical/Prescription/Behavioral
Health Outof-Pocket Maximum
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Physicianos

BENEFIT HIGHLIGHTS

Ser vi

Primary Care Phy
Visit
Specialty Care P
Visit
Consultant and Referral
Physicianbs Se

Note:

OB/GYN providers will be
considered either as £P or
Specialist, depending on how
the provider contracts with
Cigna on an IfNetwork basis.
Out-of-Network OB/GYN
providers will be considered a

Specialist.
Surgery Perfor me
Office

Primary Care Physician
Specialty Care Physician

Second Opinion Consultations
(provided on a voluntary basis)

Pri mary Care Ph

Visit

Specialty Care

Visit
Allergy Treatment/Injections

PrimaryCar;e hy si ci an
Visit
Specialty Care Physend s Of
Visit
Allergy Serum (dispensed by the
Physician in the office)

Primary Care Physician
Specialty Care Physician
Medical Telehealth
Primary Care Physician
Specialty Care Physician

IN-NETWORK

Plan deductible, therb%o

Plan deductible, then 15%

Plan deductible, theh5%
Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductiblethen 15%

Plan deductible, then 15%
Plan deductible, then 15%

OUT-OF-NETWORK

Plan deductible, then 50%

Plan deductible, then 50%

Plan deductible, then 50%
Plan deductible, then 50%

Plan deductil®, then 50%

Plan deductible, then 50%

Plan deductible, then 50%

Plan deductible, then 50%

Plan deductible, then 50%

Plan deductible, then 50%

In-Network coverage only
In-Network coverage only
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OFNETWORK

Preventive Care

Note:

Includescoverage of additional

services, such as urinalysis, EKG,

and other laboratory tests,

supplementing the standard

Preventive Care benefit.

Routine Preventive Careall ages 100% In-Network coverage only

Immunizations all ages 100% In-Network coverage only
Mammograms, PAP Smear

Preventive Care Related Services | 100% Subj ect t aaybehdit&p

(i . e. firoutineo lab benefit; based on place of servig

Diagnostic Related Services (i.e. Subjet t o t-laghbemefit&n Subj ect t eaybendité&p

finegmuti neo servi

lab benefit; based on place of servig

lab benefit; based on place of servig

PSA-Prostate Specific Antigen test

Preventive Care Related Services
(i .e. Aroutineo

Diagnostic Related Services (i.e.
Anemuti nedo servi

Plandeductible, then 15%

Subj ect t eaybehdit&p
lab benefit; based on place of servig

Plan deductible, then 50%

Plan deductible, then 50%

Inpatient Hospital - Facility Services
SemiPrivate Room and Board

Private Room

Special Care Units (ICU/CCU)

Plan deductible, then 15%
Limited to the semprivate room
negotiated rate

Limited to the semprivate room
negotiated rate

Limited to the negotiated rate

Plan deductible, then 50%
Limited to the semprivate room rate

Limited to the smi-private room rate

Limited to the ICU/CCU daily room
rate

Outpatient Facility Services

Operating Room, Recovery Room,
Procedures Room, Trement Room
and Observation Room

Plandeductible, then 15%

Plan deductible, then 50%

Inpatient Hospital Ph 'y sisci an
Visits/Consultations

Plan deductible, then 15%

Plan deductible, then 50%

Inpatient Professional Services

Surgeon

Radiologist Pathologist
Anesthesiologist

Plan deductible, then 15%

Plan deductible, then 50%
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Outpatient Professional Services

BENEFIT HIGHLIGHTS

Surgeon

Radiologist Pathologist
Anesthesiologist

IN-NETWORK
Plan deductible, then 15%

OUT-OFNETWORK
Plan deductible, then 50%

Urgent Care Services

Note: If you are at an urgent care
provider seeking medical treatment ar|
the provider directly refers you or you
dependent to the emergency room, yq
urgent care coinsurance will be
reimbursed once CIGNA processes th
urgent care claim.

Urgent Care Facility or Outpatient
Facility

Includes Outpatient Professional
Services, Xray and/or Lab services
performed at the Urgent Care
Facility and billed by the facility as
part of the UC visit.

Advanced Radiological Imaging (i.e
MRIs, MRAs, CAT Scans, PET
Scans etc.) billed by the facility as
part of the UC visit

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%

Emergency Services

Hospital Emergency Room

Includes Outpatient Professional
Services, Xray and/or Lab services
performed athe Emergency Room
and billed by the facility as part of
the ER visit.

Advanced Radiological Imaging (i.e
MRIs, MRAs, CAT Scans, PET
Scans etc.) billed by the facility as
part of the ER visit

Plan deductible, then 15%

Plan aeductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%

Ambulance

Plan deductible, then 15%

Plan deductible, then 15%

Inpatient Services at Other Health
Care Facilities

Includes Skilled Nursing Facility,
Rehabilitation Hospital and Sub
Acute Facilities

Contract Year Maximum:
90 days combined

Plan dedctible, then 15%

Plan deductible, then 50%
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BENEFIT HIGHLIGHTS

Laboratory Services

Visit
Outpatient Hospital Facility
Independent Lab Facility

Pri mary Care Phy
Visit
Specialty Care P

IN-NETWORK

Plan deductible, then 15%

Plan dedutible, then 15%

Plan deductible, then 15%
Plan deductible, then 15%

OUT-OF-NETWORK

Plan deductible, then 50%

Plan deductible, then 50%

Plan deductible, then 50%
Plan deductible, then 50%

Radiology Services

OutpatientHospitalFacility

Pri mary Car eficePhy
Visit
Specialty Care P
Visit

Plan deductible, then 15%
Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 50%
Plan deductible, then 50%

Plan deductible, then 50%

Advanced Radidogical Imaging (i.e.
MRIs, MRAs, CAT Scans and PET

Visit
Inpatiert Facility
Outpatient Facility

Scans)
Primary Care Phy
Visit
Specialty Care P

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%
Plan deductible, then 15%

Plan deductible, then 50%

Plan deductible, then 50%

Plan deductible, then 50%
Plan deductible, then 50%

Outpatient Therapy Services

Contract Year Maximum:
60 days for all therapies combined

(The limit is not apficable to mental
health conditions.)

Includes:

Physical Therapy
Speech Therapy
Occupational Therapy
Pulmonary Rehab
Cognitive Therapy

Pri
Visit
Specialty Care Physii an 6 s
Visit

mary Car e

Phy

q

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 50%

Plan deductible, then 50%
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BENEFIT HIGHLIGHTS

Outpatient Cardiac Rehabilitation

Contract Year Maximum:

36 days

Pri mary Care Phy
Visit

SpecialtyCae Physi ci a
Visit

IN-NETWORK

Plan deductible, then 15%

Plan deductible, then 15%

OUT-OF-NETWORK

Plan deductible, then 50%

Plan deductible, then 50%

Chiropractic Care

Contract Year Maximum:

24 days

Pri mary Care Phy
Visit

Specialty G®ffiee P

Visit

Plan deductible, then 15%

Plan deductible, then 15%

In-Network coverage only

In-Network coverage only

Home Health Care

Contract Year Maximum:

100 days (includes outpatient privat
nursing when approved as Medicall
Necessary)

(Thelimit is not applicable to Menta
Health and Substance Use Disorde
conditions.)

Plan deductible, then 15%

Plan deductible, then 50%

Hospice

Inpatient Services

Outpatient Services

(same coinsurance level as Home
Health Care)

Plan deductible, then 15%
Plan deductitd, then 15%

Plan deductible, then 50%
Plan deductible, then 50%

Bereavement Counseling

Services provided as part of Hospice
Care

Inpatient

Outpatient

Services provided by Mental Health
Professional

Plan deductible, then 15%
Plan deductible, then 15%

Covered under Mental Health benef

Plan deductible, then 50%
Plan deductible, then 50%

Covered under Mental Health benel

Medical Pharmaceuticals

Physicianbés Offi
Home Care

Inpatient Facility

Outpatient Facility

Plan deductible, then 15%
Plan deductible, theb5%
Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 50%
Plan deductible, then 50%
Plan deductible, then 50%
Plan deductible, then 50%
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Gene Therapy

Includes prior authorized gene therap
products and servicabrectly related to
their administration, when Medically
Necessary.

Gene therapy must be received at an
Network facility specifically contracted
with Cigna to provide the specific gen
therapy. Gene therapy at other In
Network facilities is not covered.

BENEFIT HIGHLIGHTS

Gene Therapy Product

Inpatient Facility

Outpatient Facility

Inpatient Progéssional Services
Outpatient Professional Services

Travel Maximum:
$10,000 per episode of gene therap

IN-NETWORK

Covered same as Medical
Pharmaceuticals

Plan deductible, then 15%
Plan deductible, then 15%
Plan deductible, then 15%
Plan deductible, then 15%

Plan deductible, then 100%
(available only ér travel when prior
authorized to receive gene therapy
a participating IrNetwork facility
specifically contracted with Cigna tg

provide the specific gene therapy)

OUT-OF-NETWORK

In-Network coverage only

In-Network coverage only
In-Network coverage only
In-Network coverage only
In-Network coverage only

In-Network coverage only
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BENEFIT HIGHLIGHTS

Maternity Care Services

Initial Visit to Confirm Pregnangc

Note:

OB/GYN providers will be
considered either as a PCP or
Specialist, depending on how the
provider contracts with Cigna on
an InNetwork basis. Oubf-
Network OB/GYN providers will
be considered a Specialist.

Primary Care Ph
Visit

Specialty Care
Visit

All subsequent Prenatal Visits,
Postnatal Visits

Delivery Charges (i.e. global
maternty fee)

Physicianbés Of fi
to the global maternity fee when
performed by an OB/GYN or
Specialist

Primary Care Ph
Visit
Specialty Care
Visit

Delivery - Facility
(Inpatient Hospital, Birthing Center)

IN-NETWORK

Plan deductible, then 15%
Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%
Plan deductible, then 15%

Plan deductible, then 15%

OUT-OF-NETWORK

Plan deductible, then 50%
Plan deductible, then 50%

Plan deductible, then 50%

Plan deductiblethen 50%
Plan deductible, then 50%

Plan deductible, then 50%

Abortion
Includes only no-elective procedures

Pri mary Care Phy
Visit
Specialty Care P

Visit

Inpatient Facility

Outpatient Facility

Inpatient Professional Services

Outpatient Professional Services

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, theb5%

Plan deductible, then 15%
Plan deductible, then 15%
Plan deductible, then 15%

Plan deductible, then 50%

Plan deductible, then 50%

Plan deductible, then 50%
Plan deductible, then 50%
Plan deductible, then 50%
Plan deductible, then 50%
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Womenos

BENEFIT HIGHLIGHTS

Family PI

Office Visits, Lab and Radiology
Tests and Counseling

Note:
Includes coverage for contraceptive
devices (e.g., DepBrovera and
Intrauterine Devices (IUDs)) as
ordered or prescrilieby a physician.
Diaphragms also are covered when
services are provided in the
physicianés of fi
Primary Care Physician
Specialty Care Physician

Surgical Sterilization Procedures fo
Tubal Ligation (excludes reversals)

Pri mary Care Ph
Visit
Specialty Care
Visit

Inpatient Facility
Outpatient Faitity
Inpatient Professional Services

Outpatient Professional Services

IN-NETWORK

100%
100%

100%

100%

100%
100%
100%
100%

OUT-OF-NETWORK

In-Network coverage only
In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only
In-Network coverage only
In-Network coverage only

In-Network coverage only

Meno s

Family Pl an

Office Visits, Lab and Radiology
Tests andCounseling
Primary Care Physician
Specialty Care Physician

Surgical Sterilization Procedures fo
Vasectomy (excludes reversals)

PrimaryCar e Physi ci
Visit

Specialty Care
Visit

Inpatient Facility
Outpatient Facility
Inpatient Professional Services

Outpatient Professional Services

Plan deductible, then 15%
Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%
Plan deductible, then 15%
Plan deductible, then 15%
Plan deductible, then 15%

In-Network coverage only
In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only
In-Network coverage only
In-Network coverage only

In-Network coverage only
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BENEFIT HIGHLIGHTS

Infertil ity Services
Coverage will be provided for the following services:

IN-NETWORK

OUT-OF-NETWORK

1 Testing and treatment services performed in connection with an underlying medical condition.
1 Testing performed specifically to determine the cause of infertility.

1 Treatment and/or procedas performed specifically to restore fertility (e.g. procedures to correct an infertility

condition).
1 Artificial Insemination.

Surgical Treatment: Limited to procedures for the correction of infertility (excludesrin GIFT, ZIFT, etc.)

Physicaenés Office V
Radiology Tests, Counseling)

Primary Care Physician
Specialty Care Physician
Inpatient Facility

Outpatient Facility
Inpatient Professional Services
Outpatient Professional Services

Plan deductible, then 15%
Plan deductible, then 15%
Plan deductible hien 15%

Plan deductible, then 15%
Plan deductible, then 15%
Plan deductible, then ¥

In-Network coverage only
In-Network coverage only
In-Network coverage only

In-Network coverage only
In-Network coverage only
In-Network coverage only

Organ Transplants

Includes all medically appropriate, nol
experimental transplants

Pri mary Care Phy
Visit
Specialty Care P

Visit

Inpatient Facility

Inpatient Professional Services

Travel Maximum:
$10,000 per transplant

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, theb00% at
LifeSOURCE center, therwise plan
deductible, then3%

Plan deductible, theb00% at
LifeSOURCE center, berwise, plan
deductible, then3%

100% (only available when using
LifeSOURCE facility)

In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only

In-Network coverage only

Durable Medical Equipment

Contract Year Maximum:
Unlimited

Plan deductible, then 15%

Plan deductible, then 50%

Breast Feeding Equipment and
Supplies

Note:

Includes the rental of one breast
pump per birth as ordered or
prescribed by a physician. Includes
related supplies.

100%

In-Network coverge only
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External Prosthetic Appliances

BENEFIT HIGHLIGHTS

Contract Year Maximum:
Unlimited

Note: Cranial banding/cranial
orthoses is covered for all diagnose
regardless of medical
necessity

IN-NETWORK
Plan deductible, then 15%

OUT-OFNETWORK
Plan deductible, then 50%

Nutritional Evaluatio n

ContractYear Maximum:

3 visits per person however, the 3
visit limit will not apply to treatment
of mental health and substance us€g
disorder conditions.

Pri mary Care Phy
Visit
Specialty Care Ph

Visit

Inpatient Facility

Outpatient Facility

Inpatient Proéssional Services
Outpatient Professional Services

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%
Plan deductible, then 15%
Plan deductible, then 15%
Plan deductible, then 15%

Plan deductible, then 50%

Plan deductible, then 50%

Plan deductible, then 50%
Plan deductible, then 50%
Plan deductible, then 50%
Plan deductible, then 50%

Genetic Counseling

Contract Year Maximum:

3 visits per person for Genetic
Counselig for both preand post
genetic testing; however, the 3 visit
limit will not apply to Mental Health
and Substance Use Disorder
conditions.

Pri mary
Visit

Specialty Care Physc i an 6 s
Visit

Inpatient Facility

Care Phy

Outpatient Facility
Inpatient Professional Services

Outpatient Professional Services

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%
Plan deductible, then 15%
Plan deductible, then 15%
Plan deductible, then 15%

Plan deductible, then 50%

Plan deductible, then 50%

Plan deductible, then 50%
Plan deductible, then 50%
Plan deductible, then 50%
Plan deductible, then 50%
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BENEFIT HIGHLIGHTS

Dental Care

Limited to charges made for a
continuous course of dental treatment
started within six monthof an injury to

teeth.
Pri mary Care Phy
Visit
Specialty Care P
Visit

Inpatient Facility

Outpatient Facility

Inpatient Professional Services
Outpatient Professional Services

IN-NETWORK

Plan deductible, then 15%
Plan deductible, then 15%

Plan deductible, theb5%
Plan deductible, then 15%
Plan deductible, then 15%
Plan deductible, then ¥%

OUT-OF-NETWORK

Plan deductible, then 50%
Plan deductible, then 50%

Plan deductible, then 50%
Plan deductible, then 50%
Plan deductible, then 50%
Plan deductible, then 50%
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BENEFIT HIGHLIGHTS IN-NETWORK OUT-OF-NETWORK

Obesity/Bariatric Surgery

Waiting Period: One year
from date of initial enployment (tabe
verified by Maricopa County)

Note:

Coverage is provided subject to
medical necessity and clinical
guidelines subject to anyntitations

shown in the HAExc
Not Covered and @
section of thisSummary Plan
Description

Pri mary Care Phy
Visit

Specialty Care P

Visit

Inpatient Facility

Outpatient Facility

Inpatient Professional Services
Outpatient Professional Services

Surgical Professional Services
Lifetime Maximum:
Unlimited

Note:

1 Includes charges for surgeon only;
does not include radiologist,
anesthesiologist, etc.

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%
Plan deductible, then 15%
Plan deductiblethen 15%

Plan deductible, then 15%

In-Network coverage only

In-Network coverage only

In-Network coverage only
In-Network coverage only
In-Network coverage only
In-Network coverage only

Hearing Aids

Maximum:

Unlimited maximum per ear every 3
Contract Years

Plan deductible, then 15%

Plan deductible, then 50%

Hearing Services
Contract Year Maximum:
1 hearingexam

Plan deductible, then 15%

Plan deductible hien 50%

Routine Foot Disorders

Not covered except for services
associated with foot care for diabetq
and peripheral vascular disease wh

Medically Necessary.

Not covered except for services
associated with foot care for diabete
and peripheral vastar disease when
Medically Necessary.
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BENEFIT HIGHLIGHTS

IN-NETWORK

Treatment Resulting From Life Threatening Emergencies

Medical treatment required as a result of an emergency, such as a suicide attempt, will be considered a medical
until the medical condition is stabilize®nce the medical condition is stabilized, whether the treatment will be

characterized as either a medical expense or a mental health/substance use disorder expense will be determineg
utilization review Physician in accordance with the applicabledservices claim guidelines.

OUT-OF-NETWORK

Mental Health
Inpatient

Includes Acute Inpatient and
Residential Treatment

Contract Year Maximum:
Unlimited

Outpatient

Outpatient Office Visits
Includesindividual, family and
group psychotherapy; medication
management, Behavioral
Telehealth consultation, etc.

Contract Year Maximum:
Unlimited

Outpatient All Other Services

Includes Partial Hospitilation,
Intensive Outpatient Services,
Behavioral Telehealth
consultation, etc.

Contract Year Maximum:
Unlimited

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 50%

Plan deductible, then 50%

Plan deductible, then 50%
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BENEFIT HIGHLIGHTS

Substance Use Disorder
Inpatient

Includes Acute Inpatient
Detoxification, Acutdnpatient
Rehabilitation and Residential
Treatment

Contract Year Maximum:
Unlimited

Outpatient

Outpatient Office Visits

Includes individual, family and
group psychotherapy; medication
managemst, Behavioral
Telehealth consultation, etc.

Contract Year Maximum:
Unlimited

Outpatient All Other Services

Includes Partial Hospitalization,
Intensive Outpatient Services,
Behavioral Telehealth
consultation, etc.

Contract Year Maximum:
Unlimited

IN-NETWORK

Plan deductible, then 15%

Plan deductible, then 15%

Plan deductible, then 15%

OUT-OF-NETWORK

Plan deductible, then 50%

Plan deductible, then 50%

Plan deductible, then 50%
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Open Access Plus Medical Benefits

Certification Requirements - Out-of-Network
For You and Your Dependents

Pre-Admission Certification/Continued StayReview for
Hospital Confinement

Pre Admission Certification (PAC) and Continued Stay
Review (CSR) refer to the process used to certify the Medical
Necessity and length of a Hospital Confinement whengrou
your Dependentequire treatment in ad$pital:

1 as a registered bed patigakcept for 48/96 hour maternity
stays

1 for Mental Health or Substance Use Disorder Residential
Treatment Services.

You or your Dependerghould request PAC prior to any ron
emergency treatment in a Hospital describiealva. In the

case of an emergency admission, you should contact the
Review Organization within 48 hours after the admission. For
an admission due to pregnancy, you should call the Review
Organization by the end of the third month of pregnancy. CSR
should ke requested, prior to the end of the certified length of
stay, for continued Hospital Confinement.

Covered Expenses incurradll not include the first $750 of
Hospital chargemade for each separate admission to the
Hospital unless PAC is received: priorthe date of

admission; or in the case of an emergency admission, within
48 hours after the date of admission.

Covered Expenses incurred for which benefits would
otherwise be payable under this plan for the charges listed
belowwill not include:

1 Hospitd charges for Bed and Board, for treatment listed
above for which PAC was performed, which are made for
any day in excess of the number of days certified through
PAC or CSR; and

1 any Hospital charges for treatment listed above for which
PAC was requestedubwhich was not certified as
Medically Necessary.

PAC and CSR are performed through a utilization review
program by a Review Organization with whicig@ahas
contracted.

In any case, those expenses incurred for which payment is
excluded by the terms sfairth above will not be considered as
expenses incurred for the purpose of any other part of this
plan, except for the "Coordination of Benefits" section.

Outpatient Certification Requirementsi Out-of-Network

Outpatient Certification refers to the procesed to certify
the Medical Necessity of outpatient diagnostic testing and

outpatient procedures, including, but not limited to, those
listed in this section when performed as an outpatient in a
FreeStanding Surgical Facility, Other Health Care Facility

a Physician's office. You or your Dependent should call the
toll-free number on the back of your I.D. card to determine if
Outpatient Certification is required prior to any outpatient
diagnostic testing or outpatient procedures. Outpatient
Certificationis performed through a utilization review
program by a Review Organization with which Cigna has
contracted. Outpatient Certification should only be requested
for nonemergency procedures or services, and should be
requested by you or your Dependent astdéaur working

days (Monday through Friday) prior to having the procedure
performed or the service rendered.

Covered Expenses incurradll not include the first $75@or
charges made for amutpatient diagnostic testing or
outpatientprocedure perfornteunless Outpatient Certification
is received prior to the date the testing or procedure is
performed.

Covered Expenses incurredll not include expenses incurred
for charges made fautpatient diagnostic testing or outpatient
procedures for which Outpant Certification was performed,
but, which was not certified as Medically Nssary.

In any case, those expenses incurred for which payment is
excluded by the terms set forth above will not be considered as
expensesicurred for the purpose of any othgart of this

plan, except for the "Coordination of Benefits" section.

Outpatient Diagnostic Testing and Outpatient Procedures
Including, but not limited to:

1 Advanced radiological imagingCT Scans, MRI, MRA or
PET scans.

1 Home Health Care Services.
1 MedicalPharmaceuticals.
1 Radiation Therapy.

HC-PAC73 01-19

Prior Authorization/Pre -Authorized

The term Prior Authorization means the approval that a
Participating Provider must receive from the Review
Organization, prior to services being rendered, in order for
certain services and benefits to be covered under this policy.

Services that require Prior Authorization include, but are not
limited to:

1 inpatient Hospital servicegxcept for 48/96 hour maternity
stays.
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1 inpatient services at any participating Other IHe&@are
Faclity.

residential treatment.

outpatient facility services.

partial hospitalization.

intensive outpatient programs.
advanced radiological imaging.
non-emergency ambulance
certain Medical Pharmaceuticals.
home health care services.
radiation tkerapy.

transplant services.

= =4 =4 =4 4 -4 -8 -8 -a A

HC-PRA4L 01-19

Covered Expenses

The term Covered Expenses means expenses incurred by a
person while covered under this plan for the charges listed
below for:

1 preventive care serviceand

1 services or supplies that are Medigalecessary for the
care and treatment of an Injury or &i8iess, as determined
by Cigna.
As determined by Cigna, Covered Expenses may also include
all charges made by an entity that has directly or indirectly
contracted with Cigna to arrange, throughtcacts with
providers of services and/or supplies, for the provision of any
servicesand/or supplies listed belovny applicable
Copayments, Deductibles or limits are shown in The
Schedule.

Covered Expenses

1 charges made by a Hospital, on its own behaifBfed and
Board and other Necessary Services and Supplies; except
that for any day of Hospital Confinement, Covered
Expenses will not include that portion of charges for Bed
and Board which is more than the Bed and Board Limit
shown in The Schedule.

1 charges for licensed ambulance service to or from the
nearest Hospital where the needed medical care and
treatment can be provided.

1 charges made by a Hospital, on its own behalf, for medical
care and treatment received as an outpatient.

1 charges made by a Fr&manding Surgical Facility, on its
own behalf for medical care and treatment.

charges made on its own behalf, by an Other Health Care
Facility, including a Skilled Nursing Facility, a
Rehabilitation Hospital or a subacute facility for medical
care and treatent; except that for any day of Other Health
Care Facility confinement, Covered Expenses will not
include that portion of charges which are in excess of the
Other Health Care Facility Daily Limit shown in The
Schedule.

charges made for Emergency Serviaed Urgent Care.

charges made by a Physician or a Psychologist for
professional services.

charges made by a Nurse, other than a member of your
family or your Dependentds f
service.

charges made for anesthetics and their abination;
diagnostic xray and laboratory examinationsyay,

radium, and radioactive isotope treatment; chemotherapy;
blood transfusions; oxygen and other gases and their
administration.

charges made for an annual prostgiecific antigen test
(PSA).

charges made for laboratory services, radiation therapy and
other diagnostic and therapeutic radiological procedures.

charges made for Family Planning, including medical
history, physical exam, related laboratory tests, medical
supervision in accordance wigenerally accepted medical
practices, other medical services, information and
counseling on contraception, implanted/injected
contraceptives, after appropriate counseling, medical
services connected with surgical therapies (tubal ligations,
vasectomies).

abortion when a Physician certifies in writing that the
pregnancy would endanger the life of the mother, or when
the expenses are incurred to treat medical complications due
to abortion.

charges made for the following preventive care services
(detailed ifiormation is available at www.healthcare.gov.):

(1) evidencebased items or services that have in effect a
rating of AAO or ABO in th
the United States Preventive Services Task Force;

(2) immunizations that have in effect a recommerofati
from the Advisory Committee on Immunization
Practices of the Centers for Disease Control and
Prevention with respect to the covered person involved;

(3) for infants, children, and adolescents, evidence
informed preventive care and screenings provided for in
the comprehensive guidelines supported by the Health
Resources and Services Administration;

33

myCigna.com



§:2Cigna®

(4) for women, such additional preventive care and
screenings not described in paragraph (1) as provided
for in comprehensive guidelines supported by the
Health Resowres and Services Administration.

1 charges made for hearing aids, including but not limited to
semiimplantable hearing devices, audiant bone conductors
and Bone Anchored Hearing Aids (BAHAS). A hearing aid
is any device that amplifies sound.

1 if medically neessary, excess skin removal is covered In
Network only.

1 includes charges for the delivery of medical and health
related consultations via secure telecommunications
technologies, including telephones and internet, when
delivered through a contracted medidehealth provider.

Covered Expense$ Mental Health and Substance Use
Disorder

1 behavioral consultations and services via secure
telecommunications technologies that shall include video
capability, including telephones and internet, when
delivered throgh a behavioral provider.

Clinical Trials

This benefit plan covers routine patient care costs related to a
qualified clinical trial for an individual who meets the
following requirements:

(a) is eligible to participate in an approved clinical trial
according ¢ the trial protocol with respect to treatment of
cancer or other lifghreatening disease or conditiomgda

(b) either
1 the referring health care professional is a participating
health care provider and has concluded that the
individual 6s
appropriate based upon the individual meeting the
conditions described in paragraph (a); or

1 the individual provides medical and scientific
information establishing
participation in such trial would be appropriate based
upon the individual meeting the conditions described in
paragraph (a).

For purposes of c I|-thnedteaiagl
di sease or conditiond means
which the likelihood of death is probable unless the course of
thedisease or condition is interrupted.

The clinical trial must meet the following requirements:
The study or investigation must:

1 be approved or funded by any of the agencies or entities
authorized by federal law to conduct clinical trials;

1 be conducted unden investigational new drug application
reviewed by the Food and Drug Administration; or

ptréalrwoulddé pat i on

1 involve a drug trial that is exempt from having such an
investigational new drug application.

Routine patient care costs are costs associated with the
provision of lealth care items and services including drugs,
items, devices and services otherwise covered by this benefit
plan for an individual who is not enrolled in a clinical trial

and, in addition:

1 services required solely for the provision of the
investigationabdrug, item, device or service;

9 services required for the clinically appropriate monitoring of
the investigational drug, device, item or service;

1 services provided for the prevention of complications
arising from the provision of the investigational drug,
device, item or service; and

1 reasonable and necessary care arising from the provision of
the investigational drug, device, item or service, including
the diagnosis or treatment of complications.

Routine patient care costs do not include:
1 the investigationadirug, item, device, or service, itself; or
1 items and services that are provided solely to satisfy data

collection and analysis needs and that are not used in the
direct clinical management of the patient.

If your plan includes lfNetwork providers, clinial trials
conducted byon-Participating Providers will be covered at
the InNetwork benefit level if:

1 there are not kNetwork providers participating in the
clinical trial that are willing to accept the individual as a
patient, or

 the clinicaltrialisonduct ed
of residence.
i n.suc
Genetic Testin
Charges made for genetic testing that uses a proven testing
method for the identification of genetically linked inheritable

outside the

t Kligepse. Gangtic tesfing s gqueged gnyy §-

1 a person has syrtgms or signs of a genetically linked
inheritable disease;

1 it has been determined that a person is at risk for carrier

t r i al status asisupported Ipy@xisfing pe®riewed, evidence
a n lgased, iscientificditeratuserfor theodevelopménboha f r o m

genetically linked inheritale disease when the results will
impact clinical outcome; or

1 the therapeutic purpose is to identify specific genetic
mutation that has been demonstrated in the existing peer
reviewed, evidencbased, scientific literature to directly
impact treatment opihs.

Preimplantation genetic testing, genetic diagnosis prior to
embryo transfer, is covered when either parent has an
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inherited disease or is a documented carrier of a genetically Orthognathic Surgery

linked inheritable disease. 1 orthognathic surgery to repair or correct a severe facial
Genetic counseling is covered if a personndargoing deformity or disfigurement that orthodontidsize can not
approved genetic testing, or if a person has an inherited correct, provided:

disease and is a potential candidate for genetic testing. 1 the deformity or disfigurement is accompanied by a
Nutritional Evaluation and Counseling documented clinically ghificant functional impairment
Charges made for nutritional evaluation and counseling when and there is a reasonable expectation that the procedure
diet is a part of the medical magement of a documented will result in meaningful functionalhiprovement; or
organic disease. 1 the othognathic surgery is Medically Necessary as a
Internal Prosthetic/Medical Appliances result of tumor, trauma, diseas

Charges made for internal prosthetic/medical appliances that 1 the orthognathic surgery is performed prior to age 19 and
provide permanent or temporary internal functional supports is required as a result of severe congenital facial

for nonfunctional body parts are covered. Medically deformity or congenital contion.

Necessary repair, maintenance or replacement of a covered Repeat or subsequent ortimaghic surgeries for the same
appliance is also covered. condition are covered only when the previous orthognathic

surgery met the above requirements, and there is a high
probability of significant additional improvement as

He-covrsim 0119 determined by th utilization review Physician.

Obesity Treatment
HC-COV3 04-10

1 charges made for medical and surgical services only at vi
approved centers for the treatment or control of clinically
severe (morbid) olsity as defined below and if the services

are demonstrated, through existing peer reviewed, evidence ~Home Health Services

based, scientific literature and scientifically based 1 charges made for Home Health Services when you: require
guidelines, to be safe and effective for the treatment or skilled care; are unable to obtain the required care as an
control of the condition. Clinically sevefeorbid) obesity ambulatory outpatient; and do not require confinement in a
is defined by the National Heart, Lung and Blood Institute Hospital or Other Health Care Facility.
(NHLBI) as a Body Mass Index (BMI) of 40 or greater Home HealttServices are provided only ifighahas
without _cqmorbldltles, ora BMI of 389 with N determined that the home is a medically appropriate setting.
comorbidities. The following items are specifically If you are a minor or an adult who is dependent upon others
excluded: for nonskilled care and/or custodial services (e.g., bathing,
1 medical and surgi¢aervices to alter appearances or eating, toileting), Home Healthe®vices will be provided
physical changes that are the result of any medical or for you only during times when there is a family member or
surgical services performed for the treatment or control of care giver present in the home to meet your nonskilled care
obesity or clinically severe (morbid) obesihat are not and/or custodial services needs.
medically necessargnd Home Health Services are those skilled health care services
1 weight loss programsrdreatments, whether or not they that can be proviakduring visits by Other Health Care
are prescribed or recommended by a Physician or under Professionals. The services of a home health aide are
medical supervision. covered when rendered in direct support of skilled health

care services provided by Other Health Care Professionals.
A visit is defined as a period of 2 hours orsledome

Hc-covz 0410 Health Services are subject to a maximum of 16 hours in

Vim total per day. Necessary consumable medical supplies and

home infusion therapy administered or used by Other
Health Care Professionals in providing Home Health
Services are covered. Home Haahervices do not include
services by a person who is a membfeyaur family or
your Depen drewundndrmally rasméslygur
house or your dvenjftatpesonts@s ho
Other Health Care Profession8killed nursing services or
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private duty nursing services provided in the home are
subject to the Home Health Services benefit terms,
conditions and benefit limitationBhysical, occupational,
and otheOutpatient Therapyevices provided in the home
are not subject to the Home HimServices benefit
limitations in the Schedule, but are subject to the benefit
limitations described und@utpatient Therapy Services
Maximum shown in The Schedule.

HC-COV863 01-20

Hospice Care Services

1 charges made for a person who has been diagrsssed
having six months or fewer to live, due to Terminal lliness,
for the following Hospice Care Services provided under a
Hospice Care Program:

1 by a Hospice Facility for Bed and Board and Services and
Supplies;

1 by a Hospice Facility for services providedam
outpatient basis;

1 by a Physician for professional services;

1 by a Psychologist, social worker, family counselor or
ordained minister for individual and family counseling;

1 for pain relief treatment, including drugs, medicines and
medical supplies;
1 by anOther Health Care Facility for:

1 parttime or intermittent nursing care by or under the
supervision of a Nurse;

1 parttime or intermittent services of an Other Health
Care Professional;

1 physical, occupational and speech therapy;

1 medical supplies; drugs amdedicines lawfully dispensed
only on the written prescription of a Physician; and
laboratory services; but only to the extent such charges
would have been payable under the policy if the person
had remained or been Confined in a Hospital or Hospice
Facility.

The following charges for Hospice Care Services are not
included as Covered Expenses:

1 for the services of a person who is a member of your family

1 to the extent that any other benefits are payable for those
expenses under tipwlicy;

q for services or supplies that are primarily to aid goyour
Dependent; in daily living.

HC-COV6 04-10

Vi

Mental Health and SubstancdJse DisorderServices

Mental Health Servicesare services that are required to treat
a disorder that impaiithe behavior, emotional reaction or
thought processes. In determining benefits payable, charges
made for the treatment of any physiological conditions related
to Mental Health will not be considered to be charges made
for treatment of Mental Health.

SubstanceUse Disorderis defined as the psychological or
physical dependence on alcohol or other raltdring drugs

that requires diagnosis, care, and treatment. In determining
benefits payable, charges made for the treatment of any
physiological conditionselated to rehabilitation services for
alcohol or drug abuse or addiction will not be considered to be
charges made for treatment of Substddse Disorder.

Inpatient Mental Health Services

Services that are provided by a Hospital while you or your
Dependenis Confined in a Hospital for the treatment and
evaluation of Mental Health. Inpatient Mental Health Services
include Mental Health Residential Treatment Services.

Mental Health Residential Treatment Services are services
provided by a Hospital for thevaluation and treatment of the
psychological and social functional disturbances that are a
result of subacute Mental Health conditions.

Mental Health Residential Treatment Center means an
institution which specializes in the treatment of psychological
andsocial disturbances that are the result of Mental Health
conditions; provides a subacute, structured, psychotherapeutic
treatment program, under the supervision of Physicians;
provides 24hour care, in which a person lives in an open
setting; and is licesed in accordance with the laws of the
appropriate legally authorized agency as a residential
treatment center.

A person is considered confined in a Mental Health

N : esidential Tr e nter. when she/he is a registered eg
or your Dependentdés family oB.Wﬂg o Wt%‘? when aNEMIE §s a LeaIStey) lf/ u
house or your Dependentds ho ie t;lnaMentz:I_TIPHeath Fie _dt_lal 1§reatment Center upon
‘ odvh b dent ot under th the recommendation of a Physician.
1 for any periodvhenyou or your Dependent et under the . _
care of a Physician; Outp_atlent Mentz_il Health Services -
1 for services or supplies not listed in the Hospice Care Services of Prov_lders vyho are qualified to treat I\_/Iental_ Health
Pr ; when treatment is provided on an outpatient basis, while
ogram; . C . .
. . ) or your Dependent isot Confinedin a Hospital, and is
1 for any curative or lifeprolonging procedures; provided in an individual, group or Mental HeaRrtial
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Hospitalization olintensive Outpatient Therapy Program.
Covered services include, but are not limited to, outpatient
treatment of conditions such as: anxiety or depressioahwhi
interfere with daily functioning; emotional adjustment or
concerns related to chronic conditions, such as psychosis or
depression; emotional reactions associated with marital
problems or divorce; child/adolescent problems of conduct or
poor impulse comol; affective disorders; suicidal or

homicidal threats or acts; eating disorders; or acute
exacerbation of chronic Mental Health conditions (crisis
intervention and relapse prevention) and outpatient testing and
assessment.

Mental Health Partial Hospitalation Services are rendered

not less than 4 hours and not more than 12 hours in any 24
hour period by a certified/licensed Mental Health program in
accordance with the laws of the appropriate legally authorized
agency.

A Mental Health Intensive Outpatiefherapy Program

consists of distinct levels or phases of treatment that are
provided by a certified/licensed Mental Health progiam
accordance with the laws of the appropriate, legally authorized
agency Intensive Outpatient Therapy Programs provide a
combination of individual, family and/or group therapy in a
day, totaling nine or more hours in a week

Inpatient SubstanceUse DisorderRehabilitation Services

Services provided for rehabilitation, whiyjeu or your

Dependent i€onfined in a Hospital, wén required for the
diagnosis and treatment of abuse or addiction to alcohol and/or
drugs. Inpatient Substantise DisordefServices include
Residential Treatment services.

SubstanceUseDisorder Residential Treatment Services
areservices provided by a Kpital for the evaluation and
treatment of the psychological and social functional
disturbances that are a result of subacute Substisee
Disorderconditions.

SubstanceUse DisorderResidential Treatment Center

means an institution which specializeshe treatment of
psychological and social disturbances that are the result of
Substancé&Jse Disorderprovides a subacute, structured,
psychotherapeutic treatment program, under the supervision of
Physicians; provides 2dour care, in which a person lives i

an open setting; and is licensed in accordance with the laws of
the appropriate legally authorized agency as a residential
treatment center.

A person is considered confined in a Substavee Disorder
Residential Treatment Center when she/he is a registeed
patient in a Substandé¢se DisordeResidential Treatment
Center upon the recommendation of a Physician.

Outpatient Substance Use Disorder Rehabilitation Services

Services provided for the diagnosis and treatment of
Substance Use Disorder addicion to alcohol and/or drugs,

while you or your Dependent st Confined in a Hospital,
including outpatient rehabilitation in an individual, or a
Substancé&Jse DisordePartial Hospitalization olntensive
Outpatient Therapy Program.

Substance Use DisondPartial Hospitalization Services are
rendered no less than 4 hours and not more than 12 hours in
any 24hour period by a certified/licensed Substance Use
Disorder program in accordance with the laws of the
appropriate legally authorized agency.

A Substane Use Disordetntensive Outpatient Therapy
Program consists of distinct levels or phases of treatment that
are provided by a certified/licensed Substadse Disorder
programin accordance with the laws of the appropriate legally
authorized agencyntersive Outpatient Therapy Programs
provide a combination of individual, family and/or group
therapy in a day, totaling nine, or more hours in a week.

SubstanceUse DisorderDetoxification Services

Detoxification and related medical ancillary services are
provided when required for the diagnosis and treatment of
addiction to alcohol and/or drugSignawill decide, based on

the Medical Necessity of each situation, whether such services
will be provided in an inpatient or outpatient setting.

Exclusions

The following are specifically excluded from Mental Health
and Substancdse DisordefServices:

1 treatment of disorders which have been diagnosed as
organic mental disorders associated with permanent
dysfunction of the brain.

1 developmental disorders, including mat limited to,
developmental reading disorders, developmental arithmetic
disorders, developmental language disorders or
developmental articulation disorders.

counseling for activities of an educational nature.
counseling for borderline intellectual funming.
counseling for occupational problems.
counseling related to consciousness raising.
vocational or religious counseling.

I.Q. testing.

custodial care, including but not limited to geriatric day
care.

1 psychological testing on children requested byooraf
school system.

1 occupational/recreational therapy programs even if
combined with supportive therapy for agdated cognitive
decline.

= =4 =4 -4 -4 -—a -
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Durable Medical Equipment

1 charges made for purchase or rental of Durable Medical
Equipment that isrdered or prescribed by a Physician and
provided by a vendor approved big8afor use outside a
Hospital or Other Health Care Facility. Coverage for repair,
replacement or duplicate equipment is provided only when
required due to anatomical change andéaisonable wear
and tear. All maintenance and repairs that result from a
personds misuse are the pers
for Durable Medical Equipment is limited to the lowestst
alternative as determined by the utilization review
Physician.

Durable Medical Equipment is defined as items which are

designed for and able to withstand repeated use by more than

one person; customarily serve a medical purpose; generally
are not useful in the absence of Injury or Sickness; are
appropriate for use imé home; and are not disposable. Such
equipment includes, but is not limited to, crutches, hospital
beds, respirators, wheel chairs, and dialysis machines.

Durable Medical Equipment items that are not covered
include but are not limited to those that aistdd below:

1 Bed Related Items:bed trays, over the bed tables, bed
wedges, pillows, custom bedroom equipment, mattresses,
including nonpower mattresses, custom mattresses and
posturepedic mattresses.

1 Bath Related Items:bath lifts, nonportable whirlpools,
bathtub rails, toilet rails, raised toilet seats, bath benches,
bath stools, hand held showers, paraffin baths, bath mats,
and spas.

1 Chairs, Lifts and Standing Devicesicomputerized or
gyroscopic mobility systems, roll about chairs, geriatric
chairs, hipchairs, seat lifts (mechanical or motorized),
patient lifts (mechanical or motorizédmanual hydraulic
lifts are covered if patient is twperson transfer), and auto
tilt chairs.

1 Fixtures to Real Property: ceiling lifts and wheelchair
ramps.

1 Car/Van Modif ications.

1 Air Quality Items: room humidifiers, vaporizers, air
purifiers and electrostatic machines.

1 Blood/Injection Related ltems:blood pressure cuffs,
centrifuges, nova pens and needleless injectors.

1 Other Equipment: heat lamps, heating pads, cryounits,
cryotherapy machines, electroriontrolled therapy units,
ultraviolet cabinets, sheepskin pads and boots, postural
drainage board, AC/DC adaptors, enuresis alarms, magnetic
equipment, scales (baby and adult), stair gliders, elevators,
saunas, any exereigquipment and diathermy machines.

HC-COV8 04-10
V2
Coverage

onds responsibility.

External Prosthetic Appliances and Devices

1 chargesnade or ordered by a Physician for: the initial
purchase and fitting of external prosthetic appliances and
devices available only by prescription whiare necessary
for the alleviation or correction of Injurfgickness or
congenital defect.

External prosthetic apjpinces and devicésclude
prostheses/pgihetic appliances and devicesthoses and
orthotic devices; braces; and splints.

Prostheses/Prethetic Appliances and Devices

Prostheses/prosthetic appliances and devices are defined as
fabricated replacements for missing body parts.
Prostheses/prosthetic appliances and devices include, but are
not limited to:

1 limb prostheses;

1 terminal deices suclas hands or hooks;
1 speech prostheses; and

q facial prostheses.

Orthoses and Orthotic Devices

Orthoses and orthotic devices are defined as orthopedic
appliances or apparatuses used to support, align, prevent or
correct deformities. Coverage is provided fostom foot
orthoses and other orthoses as follows:

1 Non-foot orthose$ only the following norfoot orthoses
are covered:

1 rigid and semtrigid custom fabricated orthoses;
1 semirigid prefabricated and flexible orthoses; and

1 rigid prefabricated orthoses incind preparation, fitting
and basic additions, such as bars and joints.

1 Custom foot orthoseéiscustom foot orthoses are only
covered as follows:

1 for persons with impaired peripheral sensation and/or
altered peripheral circulation (e.g. diabetic neuropathy
and peripheral vascular disease);

1 when the foot orthosis is an integral part of a leg brace
and is necessary for the proper functioning of the brace;
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1 when the foot orthosis is for use as a replacement or
substitute for missing parts of the foot (e.g. amjeata
toes) and is necessary for the alleviation or correction of
Injury, Sickness or congenital defect; and

1 for persons with neurologic or neuromuscular condition
(e.g. cerebral palsy, hemiplegia, spina bifida) producing
spasticity, malalignment, or pathgical positioning of
the foot and there is reasonable expectation of
improvement.

The following are specifically excluded orthoses and orthotic
devices:

1 orthosis shoes, shoe additions, procedures for foot
orthopedic shoes, shoe modifications and transfers;

1 nonfoot orthoses primarily used for cosmetic rather than
functional reasons; and

1 nonfoot orthoses primarily for improved athletic
performance or sports participation.

Braces

A Brace is defined as an orthosis or orthopedic appliance that
supports or holslin correct position any movable part of the
body and that allows for motion of that part.

The following braces are specifically excluded: Copes
scoliosis braces.

Splints

A Splint is defined as an appliance for preventing movement
of a joint or for the fkation of displaced or movable parts.

Coverage for replacement of external prosthetic appliances
and devices is limited to the following:

1 replacement due to regular wear. Replacement for damage
due to abuse or misuse by the person will not be covered.

1 myoelectric prostheses peripheral nerve stimulators.

HC-COV732M 01-19

Infertility Services

1 chargedamade for servies related to diagnosis of infertility
and treatment of infertility once a condition of infertility has
been diagnosed. Services include, but are not limited to:
approved surgeries and other therapeutic procedures that
have been demonstrated in existingpeviewed,
evidencebased, scientific literature to have a reasonable
likelihood of resulting in pregnancy; laboratory tests; sperm
washing or preparation; artificial inseminati@amnd
diagnostic evaluations.

Infertility is defined as:

1 the inability of @positesex partners to achieve
conception after at least one year of unprotected
intercourse;

1 the inability of oppositesex partners to achieve
conception after six months of unprotected intercourse,
when the female partner trying to conceive is age 35 or
older;

1 the inability of a woman, with or without an oppossex
partner, to achieve conception after at least six trials of
medically supervised artificial insemination over a-one
year period; and

1 the inability of a woman, with or without an oppossiex
partner, to achieve conception after at least three trials of
medically supervised artificial insemination over a six
month period of time, when the female partner trying to
conceive is age 35 or older.

1 replacement required because anatomic change has rendered This penefit includes diagnosis and treatment off inadle and

the external prosthetic appliance or device ineffective.
Anatomic change includes significant weight gain or loss,
atrophy and/or growth.

Coverage for replacement is limited as follows:

1 no more than orecevery 24 months for persons 19 years of
age and older;

1 no more than once every 12 months for persons 18 years of
age and under;

1 replacement due to a surgical alteration or revision of the
impacted site.

The following are specifically excluded externabgihetic
appliances and devices:

1 external and internal power enhancements or power controls
for prosthetic limbs and terminal devices; and

female infertility.

However, the following are specifically excluded infertility
services:

1 Infertility drugs;

1 In vitro fertilization (IVF); gamete intrafallopian transfer
(GIFT); zygote intrafallopian transfer (ZIFT) and variations
of these proedures;

1 Reversal of male and female voluntary sterilization;

1 Infertility services when the infertility is caused by or
related to voluntary sterilization;

1 Donor charges and services;
1 Cryopreservation of donor sperm and eggs; and
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1 Any experimental, investig@nal or unproven infertility
procedures or therapies.

HC-COV733 01-19

Outpatient Therapy Services
Charges for the following therapy services:

Cognitive Therapy, Occupational Therapy, Osteopathic
Manipulation, Physical Therapy, Pulmonary
Rehabilitation, Speech Therapy

1 Charges for therapy services are covered when provided as
part of a program of treatment.

Cardiac Rehabilitation

1 Charges for Phase Il cardiac rehabilitation provided on an
outpatient basis following diagnosis of a qualifying cardiac
condition when Medically Necessary. Phase Il is a Hospital
based outpatient program following an inpatient Hospital
discharge. The Phase Il program must be Physician directed
with active treatment and EKG monitoring.

Phase Il and Phase IV cardiac rehabilitai®onot covered.
Phase Il follows Phase Il and is generally conducted at a
recreational facility primar
achieved through Phases | and Il. Phase IV is an
advancement of Phase IIl which includes more active
participation ad weight training.

Chiropractic Care Services

1 Charges for diagnostic and treatment services utilized in an
office setting by chiropractic Physicians. Chiropractic
treatment includes the conservative management of acute
neuromusculoskeletal conditions thgh manipulation and
ancillary physiological treatment rendered to specific joints
to restore motion, reduce pain, and improve function. For
these services you have direct access to qualified
chiropractic Physicians.

Coverage is provided when Medically Mssary in the most
medically appropriate setting to:

TfRestore function
1 To restore function that has been impaired or lost.

 To reduce pain as a result of Illiness, Injury, or loss of a
body part.

1 Improve, adapt or attain functiorof@etimes called
Ahabilitativeod):
1 To improve, adapt or attain function that has been
impaired or was never achieved as a result of congenital
abnormality (birth defect).

1 To improve, adapt or attain function that has been
impaired or was never achieved besmof mental health
and substance use disorder conditions. Includes

(call ed fAre

conditions such as autism and intellectual disability, or
mental health and substance use disorder conditions that
result in a developmental delay.

Coverage is provided as part of a pragraf treatment when
the following criteria are met:

TThe individual 6s condi
improving in response to therapy, and maximum
improvement is yet to be attained.

1 There is an expectation that the anticipated improvement is
attainable in a reasonable and generally predictable period
of time.

1 The therapy is provided by, or under the direct supervision
of, a licensed health care professional acting within the
scope of the license.

1 The therapy is Medically Necessary and medically
appropriate for the diagnosed condition.

Coverage for occupational therapy is provided only for
purposes of enabling individuals to perfothe activities of
daily living after an lllness or linky or Sickness.

Therapy services that are not covered inelud

1 sensory integration therapy

T freptmantof dypleXiagnt ain t he patient s

1 maintenance or preventive treatment provided to prevent
recurrence or to maintain th

1 charges foChiropractic Gre not provided in an office
setting;or

1 vitamin therapy.
1 senices of a chiropractor who is not contracted
Coverage is administered according to the following:

1 Multiple therapy services provided on the same day
constitute one day of service for each therapy type.

tion h

HC-COV864M 01-20

Breast Reconstruction and Breast Rostheses

hahbl |tat|ve(‘)LP.: ,

§ charges made for reconstructive surgery following a
mastectomy; benefits include: surgical services for
reconstruction of the breast on which surgery was
performed; surgical services for reconstruction of the non
diseased breast to produce symmioat appearance;
postoperative breast prostheses; and mastectomy bras and
prosthetics, limited to the lowest cost alternative available
that meets prosthetic placement needs. During all stages of
mastectomy, treatment of physical complications, including
lymphedema therapy, are covered.
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Reconstructive Surgery

1 charges made for reconstructive surgery or therapy to repair
or correct a severe physical deformity or disfigurement
which is accompanied by functional deficit; (other than
abnormalities of the jaw aonditions related to TMJ
disorder) provided that: the surgery or therapy restores or
improves function; reconstruction is required as a result of
Medically Necessary, necosmetic surgery; or the surgery
or therapy is performed prior to age 19 and isinexgl as a
result of the congenital absence or agenesis (lack of
formation or development) of a body part. Repeat or
subsequent surgeries for the same condition are covered
only when there is the probability of significamiditional
improvement as determed by the utilization review
Physician.

HC-COV631 12-17

Transplant Services

1 chargesnade for human organ and tissue Transplant
services which include solid organ and bone marrow/stem
cell procedures at designated facilities throughout the
United State®r its territoriesThis coverage is subject to
the following conditions and limitations.

Transplant services incl
and Hospital services; inpatient immunosuppressive
medications; and costs for organ or bone marrow/sedm
procurement. Transplant services are covered only if they are
required to perform any of the following human to human
organ or tissue transplants: allogeneic bone marrow/stem cell,
autologous bone marrow/stem cell, cornea, heart, heart/lung,
kidney, Kdney/pancreas, liver, lung, pancreas or intestine
which includes small bowdiver or multi-visceral.

All Transplant services, other than cornea, are covered at
100% when received at Cigna LIFESOURCE Transplant
Network® facilities. Cornea transplants ai@ covered at
Cigna LIFESOURCE Transplant Network® facilities.
Transplant services, including cornea, received at participating
facilities specifically contracted with Cigna for those
Transplant services, other than Cigna LIFESOURCE
Transplant Network® falities, are payable at the-etwork
level. Transplant services received at any other facilities,
including NonParticipating Providers and Participating
Providers not specifically contracted with Cigna for
Transplant services, are not covered.

ude t

Coveragdor organ procurement costs are limited to costs
directly related to the procurement of an organ, from a cadaver
or a live donor. Organ procurement costs shall consist of
surgery necessary for organ removal, organ transportation and
the transportation (fer to Transplant Travel Services),
hospitalization and surgery of a live donor. Compatibility

testing undertaken prior to procurement is covered if
Medically Necessary. Costs related to the search for, and
identification of a bone marrow or stem cell dofar an
allogeneic transplant are also covered.

Transplant Travel Services

Charges made for nemlaxable travel expenses incurred by you
in connection with a prapproved organ/tissue transplant are
covered subject to the following conditions and limitasio
Transplant travel benefits are not available for cornea
transplants. Benefits for transportation and lodging are
available to you only if you are the recipient of a preapproved
organ/tissue transplant from a designated Cigna
LIFESOURCE Transplant Netwi® facility. The term

recipient is defined to include a person receiving authorized
transplant related services during any of the following:
evaluation, candidacy, transplant event, or {@sisplant

care. Travel expenses for the person reogithe traasplant

will include charges for: transportation to and from the
transplant site (including charges for a rental car used during a
period of care at the transplant facility); and lodging while at,
or traveling to and from the trgplant site.

In addition b your coverage for the charges associated with
the items above, such charges will also be considered covered
travel expenses for one commpan to accompany you. The

term companion includes your spouse, a member of your
fanaily, yogrdepah guardian, erameraendet eelated to yauy r g i
but actively involved as your caregiver who is at least 18 years
of age. The following are specifically excluded travel
expenses: any expenses that if reimbursed would be taxable
income, travel costs incurred due to travel witBthmiles of

your home; food and meals; laundry bills; telephone bills;
alcohol or tobacco products; and charges for transportation
that exceed coach class rates.

These benefits are only available when the covered person is
the recipient of an organ/tisstransplant. Travel expenses for
the designated live donor for a covered recipient are covered
subject to the same conditions and limitations noted above.
Charges for the expenses of a donor companion are not
covered. No benefits are available when thesced person is

a donor.

HC-COV482 12-15

Medical Pharmaceuticals

The plan covers charges made for Medical Pharmaceuticals
that are administered in an Inpatient setting, Outpatient
setting, P h gr énia covesed [geson's fiomé. c e

Benefits undethis section are provided only for Medical
Pharmaceuticals which, due to their characteristics (as
determined by Cigna), are required to be administered, or the
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administration of which must be directly supervised, by a
qualified Physician. Benefits payahlader this section
include Medical Pharmaceuticals whose administration may
initially, or typically, require Physician oversight but may be
selfadministered under certain conditions specified in the
productés FDA | abeling.

Certain Medical Pharmaceuticalse subject to prior
authorization requirements or other coverage conditions.
Additionally, certain Medical Pharmaceuticals are subject to
step therapy requirements. This means that in order to receive
benefits for such Medical Pharmaceuticals, you agaired to

try a different Medical Pharmaceutical and/or Prescription
Drug Product first.

The Cigna Business Decision Team determines whether
utilization management requirements or other coverage
conditions should apply to a Medical Pharmaceutical by
consicering a number of factors, including, but not limited to,
clinical and economic factors. Clinical factors may include,
but are not | imited to, the
place in therapy, relative safety or relative efficacy of Medical
Pharmacaticals as well as whether utilization management
requirements should apply. Economic factors may include, but
are not | imited to, the
including, but not limited to, assessments on the cost
effectiveness of the Medical Pharmeaticals and available
rebates. When considering a Medical Pharmaceutical for a
coverage status, the Business Decision Team reviews clinical
and economic factors regarding enrollees as a general
population across its boak-business. Regardless of its
eligibility for coverage under your plan, whether a particular
PrescriptiorDrug Product is appropriate for you or any of

your Dependentis a determination that is made by you

your Dependentand the prescribing Physician.

The coverage criteria for a Miedl Pharmaceutical may

change periodically for various reasons. For example, a
Medical Pharmaceutical may be removed from the market, a
new Medical Pharmaceutical in the same therapeutic class as a
Medical Pharmaceutical may become available, or other

market events may occur. Market events that may affect the
coverage status of a Medical Pharmaceutical include, but are
not limited to, an increase in the cost of a Medical
Pharmaceutical.

HC-COV526 10-16

P &olerageLinBilities the @ Rtdfthe Beneéthethdy frodid?; S

Medi c

Gene Therapy

Charges for gentherapy products anaesrices directly

related to their administration are covered when Medically
Necessary. Gene therapy is a category of pharmaceutical
products approved by the U.S. Food and Drug Administration
(FDA) to treat or cure a disease by:

1 replacing a diseaseausinggene with a healthy copy of the
gene.

 inactivating a diseaseausing gene that may not be
functioning properly.

1 introducing a new or modified gene into the body to help
treat a disease.

Each gene therapy product is specific to a particular disease
and is @ministered in a specialized manner. Cigna determines
which products are in the category of gene therapy, based in
part on the nature of the treatment and how it is distributed
and administered.

medial, surgical, and facility services directly related to
administration of the gene therapy product; and professional
services. _ A

8e|ne tﬁepagyrpr@dauc(::tsearlfdtthleiF a%r%in?s?ratiocn grg éovered
when prior authorized to be received alNatwork facilities
specifially contracted with Cigna for the specific gene
therapy service. Gene therapy products and their
administration received at other facilities are not covered.

Gene Therapy Travel Services

Charges made for netaxable travel expenses incurred by you
in conrection with a prior authorized gene therapy procedure
are covered subject to the following conditions and
limitations.

Benefits for transportation and lodging are available to you
only when you are the recipient of a prior authorized gene
therapy; and whethe gene therapy products and services
directly related to their administration are received at a
participating InNetwork facility specifically contracted with
Cigna for the specific gene therapy service. The term recipient
is defined to include a persoeceiving prior authorized gene
therapy related services during any of the following:
evaluation, candidacy, event, or post care.

Travel expenses for the person receiving the gene therapy
include charges for: transportation to and from the gene
therapy dee (including charges for a rental car used during a
period of care at the facility); and lodging while at, or
traveling to and from, the site.

In addition to your coverage for the charges associated with
the items above, such charges will also be consitleovered
travel expenses for one companion to accompany you. The
term companion includes your spouse, a member of your
family, your legal guardian, or any person not related to you,
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but actively involved as your caregiver who is at least 18 years
of age.

The following are specifically excluded travel expenses: any
expenses that if reimbursed would be taxable income, travel
costs incurred due to travel within 60 miles of your home;
food and meals; laundry bills; telephone bills; alcohol or
tobacco productsand charges for transportation that exceed
coach class rates.

HC-COV873 01-20
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Prescription Drug Benefits

The Schedule

For You and Your Dependents

This plan provides Prescription Drug benefits for Piipion Drug Products provided by Pharmacies as shown in this
Schedule. To receive Prescription Drug Benefits, aiod your Dependenteay be required to pay a Deductible, or
Coinsurance requirement for Covered Expenses for Prescription Drug Products.

Coinsurance

The term Coinsurance means the percentage of the Prescription Drug Charge for a covered Prescription Drug Pr|
you or your Dependent are required to pay under this plan in addition to the Deductible, if any.

BENEFIT HIGHLIGHTS

Lifetime Maximum

Contract Year Deductible

Individual

Family

IN-NETWORK
PHARMACY

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

OUT-OF-NETWORK
PHARMACY

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schealule

Refer to the Medical Benefits
Schedule

Non-PPACA Preventive Medications

Non-PPACA Preventive Medications used to prevent any of the following medical conditions and that are dispens

Pharmacyare not subject to the Deductible:

1 hypertension, high cholesterol, diabetes, asthma, osteoporosis, stroke, prenatal nutrient deficiency

Out-of-Pocket Maximum

Individual

Family

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Refer to the Medical Benefits
Schedule

Maintenance Drug Products

Maintenance Drug Products must be filled in an amount equal to a consecutive 90 day supply per Prescription O
Refill at a retail Nawvork Pharmacy or home delivery Network Pharmacy, after-8e80supply fills at a retail Network
Pharmacy or home delivery Network Pharmacy. If you do not fill your Maintenance Drug ProductsdayQpply at
a retail Network Pharmacy or home delivétgtwork Pharmacy after the specified@8y supply fill limit, the Plan will

not cover the Maintenance Drug Product.

Certain Preventive Care Medications covered under this plan and required as part of preventive care services (dé
information is avdable at www.healthcare.gov) are payable at 100% with rindbcanceor Deductible, when purchase
from anIn-Network Pharmacy. A written prescription is required.
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BENEFIT HIGHLIGHTS

IN-NETWORK
PHARMACY

OUT-OF-NETWORK
PHARMACY

Prescription Drug Products at
Retail Pharmacies

The amount you pay for up to a
conseative 30-day supply at an In-
Network Pharmacy

The amount you pay for up to a
consecutive 3eday supply at an
Out-of-Network Pharmacy

Certain Specialty Prescription Drug Products are only covered when dispens€igbg &ome Delivery Pharmacy
Note: Gewrric and Preferred Brand Diabetic supplies are covered at No charge and excluded from the deductible.

Compound drugs are to be reviewed at $50.

Tier 1

Preventive Generic Drugs on the
Prescription Drug List

Non-Preventive Generic Drugs on
the Prescription Drug List

No charge; deductible does not appl

Non-Maintenance Drug Products:
30% after plan Deductible

Maintenance Drug Products:
30% after plan Deductible for the firs
2 fills, then no overage for a 3@ay
supply 90 day supply is required

In-network coverage only

In-network coverage only

In-network coverage only

Tier 2

Preventive Brand Drugs designatsg
as preferred on the Prescription
Drug List

Non-Prevetive Brand Drugs
designated as preferred on the
Prescription Drug List

No charge; deductible does not appl

Non-Maintenance Drug Products:
40% after plan Deductible

Maintenance Drug Products:
40% after plan Deductible for the firg
2 fills, then no coverage fa 30day
supply 90 day supply is required

In-network coverage only

In-network coverage only

In-network coverage only

Tier 3

Preventive Brand Drugs designate
as nonpreferred on the
Prescription Drug List

Non-Preventive Brand Drugs
designated as nepreferred on the
Prescription Drug List

50%; deductible does not apply

Non-Maintenance Drug Products:
50% after plan Deductible

Maintenance Drug Products:
50% after plan Deductible for the firg
2 fills, then no coverage for a qlay
supgy; 90 day supply is required

In-network coverage only

In-network coverage only
In-network coverage only

In-network coverage only

Prescription Drug Products at
Retail Pharmacies

The amount you pay for up to a
consecutive 9@day supply at an In-
Network Pharmacy

The amount you pay for up to a
consecutive 9Gday supply at an
Out-of-Network Pharmacy

Certain Specialty Prescription Drug Products are only covered when dispensed by Cigna Home Delivery Pharma
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BENEFIT HIGHLIGHTS

IN-NETWORK

PHARMACY

OUT-OF-NETWORK
PHARMACY

Specialty Prescription Drug Products are limited to up to a consecutiday38upply per Rscription Order or Refill.

Note: Generic and Preferred Brand Diabetic suppdiescovered at No charge aextluded from the deductible
Compound drugs are to be reviewed at $50.

Tier 1

Preventive Generic Drugs on the
Prescription Drug List

Non-Preventive Generic Drugs on
the Prescription Drug List

No charge; deductible does not appl

30% after plan Deductible

In-network coverage only

In-network coverage only

Tier 2

Preventive Brand Drugs designatsg
as preferred on the Prescriptio
Drug List

Non-Preventive Brand Drugs
designated as preferred on the
Prescription Drug List

No charge; deductible does not appl

40% after plan Deductible

In-network coverage only

In-network coverage only

Tier 3

Preventive Brand Drugs dighated
as nonpreferred on the
Prescription Drug List

Non-Preventive Brand Drugs
designated as nepreferred on the
Prescription Drug List

50%; deductible does not apply

50% after plan Deductible

In-network coverage only

In-network coveragerdy

Prescription Drug Products at
Cigna Home Delivery Pharmacies

The amount you pay for up to a
consecutive 9&day supply at Cigna
Home Delivery Pharmacy

The amount you pay for up to a
consecutive 9eday supply at an
Out-of-Network Pharmacy

SpecialtyPrescription Drug Products are limited to up to a consecutivdag&upply per Prescription Order or Refill arn

are subject to the same Coinsurance that applies to retail Pharmacies.

Note: Generic and Preferred Brand Diabetic suppdiescovered at Naharge anaxcluded from the deductible
Compound drugs are to be reviewed at $50.

Tier 1

Preventive Generic Drugs on the
Prescription Drug List

Non-Preventive Generic Drugs on
the Presgption Drug List

No charge; deductible does not appl

30% after plan Deductible

In-network coverage only

In-network coverage only

Tier 2

Preventive Brand Drugs designate
as preferred on the Prescription
Drug List

No charge; deductible does not appl

In-network coverage only
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IN-NETWORK OUT-OF-NETWORK

BENEFIT HIGHLIGHTS PHARMACY PHARMACY

Non-Preventive Brand Drugs 40% after plan Deductible In-network coverage only
designated as preferred on the
Prescription Drug List

Tier 3

Preventive Brand Drugs designaté 50%; deductible does not apply In-network coverge only
as nonpreferred on the
Prescription Drug List

NonPreventive Brand Drugs 50% after plan Deductible In-network coverage only

designated as nepreferred on the
Prescription Drug List
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Prescription Drug Benefits assasments on the cost effectiveness of the Prescription Drug
Product and available rebates. When considering a
Prescription Drug Product foier placement on the

Covered Expenses Prescription Drug List or other coverage conditions, the

Your plan provides benefits for Prescription Drug Prasluc Business Decision Team reviews cliiaad economic

di spensed by a Pharmacy. D e t a fadtoss regaedi@enrdlieas gs aygeneral populatiom a&ress its
Covered Expenses, which for the purposes of the Prescription  book-of-business. Regardless of its eligibility for coverage

Drug Benefit include Medically Necessary Prescription Drug under the plan, whether a particular Prescription Drug Product
Products ordered by a Physician, Limitations, and Exclusions is appropriate foyou or any of your Dependeritsa

are provided bele and/or are shown in The Schedule determination that is made §gu or your Dependerind the

If you or any one of your Dependenigile insured for prescribing Physician.

Prescription Drug Benefitepcursexpenses for charges made The coverage status of a Prescription Drug Product may

by a Pharmacy for Medically Necessary Prescription Drug change periodically for various reasons. For example, a
Products ordered by a Physician, your plan jgles coverage Prescription Drug Product may be removed from the market, a
for those expenses as shown in The Schedule. Your benefits New Prescription Drug Product in the same therapeutic class
may vary depending owhich of the Prescription Drug List as a Prescription Drug Product may become available, or other
tiers the Prescription Drug Product is listedth@ Pharmacy market events may occur. Market events that may affect the
that provides the Prescription Drug Product. coverage status of a Prescription Drug Product include, but are
Coverageunderyor pl anés Prescalsopt i o Aotinitgdy. apigerease ip thesacquisition cost of a

includes Medically Necessary Prescription Drug Products Prescription Drug Product. As a result of coverage changes,
dispensed pursuant to a Prescription Order or Refill issued to ~ for the purposes of benefits the plan may require you to pay
you or your Dependentsy a licensed dentist for the more or Igss for that Prescription Drug Product, to.obtaln the
prevention of infection or pain in conjuien with a dental Prescription Drug Productdm a certain Pharmacy(ies) for
procedure. coverage, or try another covered Prescription Drug Product(s).

Please access the internet through the website shown on your
ID card or call member services at the telephone number on
your ID card for the most ufp-datetier status, utilization
management, or other coverage limitations for a Prescription
Drug Product.

Whenyou or a Dependerire issued a Prescription Order or
Refill for Medically Necessary Prescription Drug Products as
part of the rendering of Emergency Services and Cigna
determines that it cannot reasonably be filled Bietwork
Pharmacy, the prescription will be covered pursuant to the, as
applicable, Coinsurance for the Prescription Drug Product
when dispensed by a Network Pharmacy. HC-PHR278 01-19

Prescription Drug List Management

The Prescription Drug List (or formulary) offered ungeur .
Empl oyerdés plan is managed byLIMREON8i gna Business Decision
Team. Your pl anods coReragestiersnaypt i o In th®dvehtdyoulod ysuk Dependent insist on a more expensive

contain Prescription Drug Products that are Generic Drugs, Brand Drug where a Generic Drug is available, you will be
Brand Drugs or Specialty Prescription Drug Products. The financially responsible for the amount by which the cost of the
Business Decisio Team makes the final assignment of a Brand Drug exceeds the cost of the Generic Drug, plus any
Prescription Drug Produtt a certain coverage tien the required Generic Drug Copayment and/or Coinsuranctis
Prescription Drug List and decides whether utilization case, the amount by which the cost of the Brand Drug exceeds
management requirements or other coverage conditions should the cost of the Gener@rug will not apply to your Deductible,
apply to a Prescription Drug Product bynsalering a number if any, or Outof-Pocket Maximum. However, in the event

of factors including, but not limited to, clinical and economic your Physician determines that the Generic Drug is not an

factors. Clinical factors may include, but are not limited to, the  acceptable alternative for you (and indicates Dispensed as
P&T Committeeds evaluati ons o ¥rtténhog thePPredchipeion Order ér Railyoa Wilvonly be € | a t

safety or relative efficacy of the Prescigot Drug Product, as responsible for payment of the appropriate Brand Drug
well as whether certain supply limits or other utilization Coinsurance and/or Copayment after satisfying your
management requirements should apply. Economic factors Deductible, if any.

may include, but are not limited to, the Prescription Drug
Product's acquisition cost including, but not limited to,

48 myCigna.com



§:2Cigna®

Prior Authorization Requirements

Coverage for certain Prescription Drug Products prescribed to
you requires yar Physician to obtain prior authorization from
Cigna or its Review Organization. The reason for obtaining
prior authorization from Cigna is to determine whether the
Prescription Drug Product is Medically Necessary in
accordance with Cigna's coverage ci#ieCoverage criteria

for a Prescription Drug Product may vary based on the clinical
use for which the Prescription Order or Refill is submitted,
and may change periodically based on changes in, without
limitation, clinical guidelines or practice standsrdr market
factors.

If Cigna or its Review Organization reviews the
documentation provided and determines that the Prescription
Drug Product is not Medically Necessary or otherwise
excluded, your plan will not cover the Prescription Drug
Product. Cignagr its Review Organization, will not review
claims for excluded Prescription Drug Products or other
services to determine if they are Medically Necessary, unless
required by law.

When Prescription Drug Products that require prior
authorization are dispergs@t a Pharmacy, you or your
prescribing Physician are responsible for obtaining prior
authorization from Cigna. If you do not obtain prior
authorization from us before the Prescription Drug Product is
dispensed by the Pharmacy, you can ask us to consider
reimbursement after you pay for and receive the Prescription
Drug Product. You will need to pay for the Prescription Drug
Product at the Pharmacy prior to submitting a reimbursement
request.

When you submit a claim on this basis, you will need to
submit apaper claim using the form that appears on the
website shown on your ID card.

If a prior authorization request is approved, your Physician
will receive confirmation. The authorization will be processed
in the claim system to allow you to have coveragdHter
Prescription Drug Product. The length of the authorization
may depend on the diagnosis and the Prescription Drug
Product. The authorization will at all times be subject to the
planbés terms of coverage for
which may chang&om time to time. When your Physician
advises you that coverage for the Prescription Drug Product
has been approved, you can contact a Pharmacy to fill the
covered Prescription Order or Refill.

If the prior authorization request is denied, your Physiaizh

you will be notified that coverage for the Prescription Drug
Product is not authorized. If you disagree with a coverage
decision, you may appeal that decision in accordance with the
provisions of the plan by submitting a written request stating
why the Prescription Drug Product should be covered.

Step Therapy

Certain Prescription Drug Products are subject to step therapy
requirements. This means that in order to receive Benefits for
such Prescription Drug Products you are required to try a
different Pescription Drug Product(s) first unless you satisfy
the plan's exception criteria. You may identify whether a
particular Prescription Drug Product is subject to step therapy
requirements at the website shown on your ID card or by
calling member services tte telephone number on your ID
card.

Supply Limits
Benefits for Prescription Drug Products are subject to the
supply limits that are stated in The Schedule. For a single

Prescription Order or Refill, you may receive a Prescription
Drug Product up to thstated supply limit.

Some products are subject to additional supply limits, quantity
limits or dosage limits based on coverage criteria that ha

been approved based on consideration of the P&T

Commi tteeds clinicalarekubjectbi ngs
periodic review and modification. The limit may restrict the
amount dispensed per Prescription Order or Refill and/or the
amount dispensed per month's supply, or may require that a
minimum amount be dispensed.

You may determine whether a Prescription doRroduct has
been assigned a dispensing supply limit or similar limit or
requirement at the website shown on your ID card or by
calling member services at the telephone number on your ID
card.

Specialty Prescription Drug Products

Benefits are provided fcSpecialty Prescription Drug
Products!f you require Specialty Prescription Drug Products,
you may be directed to a Designated Pharmacy with whom
Cigna has an arrangement to provide those Specialty
Prescription Drug Products.

Designated Pharmacies

If you require certain Prescription Drug Products, including,

but not limited to, Specialty Prescription Drug Products, we

may direct you to a Designated Pharmacy with whom we have
Anth@andRhefitSoSprovide thdsé PresdAptish®rud Pradidted. 6 t
you are directetb a Designated Pharmacy and you choose not
to obtain your Prescription Drug Product from a Designated
Pharmacy, you may not receive coverage for the Prescription
Drug Product or be subject to the Adetwork Pharmacy

Benefit, if any, for that Prescriptiddrug Product. Refer to

The Schedule for further information.

New Prescription Drug Products

The Business Decision Team may or may not place a New
Prescription Drug Product on Prescription Drug List upon its
market entry. The Business Decision Team wi#l tsasonable
efforts to make a decision for a New Prescription Drug
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Product within six months of its market availability. The
Business Decision Teambs
consideration of, without
clinical review of he New Prescription Drug Product and
economic factors. If a New Prescription Drug Product not
listed on the Prescription Drug List is approved by Cigna or its
Review Organization as Medically Necessary in the interim,
the New Prescription Drug Product dHa¢ covered as set

forth in The Schedule.

HC-PHR137 10-16

V1

Your Payments

Covered Prescription Drug Products purchased at a Pharmacy
are subject to any applicable Deductible, Copayments or
Coinsurance shown in The Schedule, as well as any
limitationsor exclusions set forth in this plan. Please refer to
The Schedule for any required Copayments, Coinsurance,
Deductibles or Oubf-Pocket Maximums.

Deductible

Your plan requires that you pay the costs for covered
Prescription Drug Products up to the Dedhletamount set

forth in The Schedule. Until you meet that Deductible amount,
your costs under the plan for a covered Prescription Drug
Product dispensed by a Network Pharmacy will be the lowest
of the following amounts:

1 the Prescription Drug Charge; or

1the Net work Phar macyos
(U&C) Charge, if any.

The Schedule sets forth your costs for covered Prescription
Drug Products after you have satisfied the Deductible amount.

Coinsurance

Your plan requires that you pay a Coinsurancearéor
covered Prescription Drug Products as set forth in The
Schedule. After satisfying any applicable annual Deductible
set forth in The Schedule, your costs under the plan for a
covered Prescription Drug Product dispensed by a Network
Pharmacy and th& subject to a Coinsurance requirement
will be the lowest of the following amounts:

1 the amount that results from applying the applicable
Coinsurance percentage set forth in The Schedule to the
Prescription Drug Charge; or

17t he Net wor k
(U&C) Charge, if any.

When a treatment regimen contains more than one type of
Prescription Drug Products that are packaged together for your

s ubmi t GaeythatibhSoH Rhich Fréddiptién

P h aUsualamrdyCéstomayu b mi t

or your Dependent's convenience, any applicable Copayment

de c [ sr ijnlsqrascle may lapplig te eabhaRsgeiah Dnug_nProduct.
i mydy @il Hedt Ro-obtdinbfor aBpkolal ffof EIGAL &r fis® € O S

Review Organization for any Prescription Drug Product not
listed on the Prescription Drug List that is not otherwise
excluded. If Cigna or its Review Organization approves
cowerage for the Prescription Drug Product because it meets
the applicable coverage exception criteria, the Prescription
Drug Product shall be covered at the applicable coverage tier
as set forth in The Schedule.

The amount you or your Dependent pays for exgiuded
Prescription Drug Product or other product or service will not
be included in calculating any applicable plan-©fiPocket
Maximum.You are responsible for paying 100% of the cost
(the amount the Pharmacy charges you) for any excluded
Prescriptiom Drug Product or other product.

HC-PHR272 01-19

Vi

Exclusions

Coverage exclusions listed under fii&xclusions Expenses

Not Covered and Generaimitationsd section also apply to
benefits for Prescription Drug Products. In additithe
exclusiondisted below apply to benefits for Prescription Drug
Products. When an exclusion or limitation applies to only
certain Prescription Drug Products, you can accesstbamet
through the website shown on your ID card or call member
services at the telephonamber on%our ID card for

fud B &S dre

excluded.

1 coverage for Prescription Drug Products for the amount
dispensed (days' supply) which exceeds the applicable
supply limit, or is less than any applicable supply minimum
set forth in The Schedule, or which exceeds quantity limit(s)
or dosage limit(s) set by the P&T Committee.

1 more than one Prescription Order or Refill for a given
prescription supply period for the same Prescription Drug
Product prescribed by one or moreyBicians and
dispensed by one or more Pharmacies.

1 Prescription Drug Products dispensed outside the
jurisdiction of the United States, ext¢eys required for
emergency or kentCare treatment.

1 Prescription Drug Products which are prescribed, dispensed
or mtednded to be taken by or administered to you while you
are a patient in a licensed Hospital, Skilled Nursing Facility,
rest home, rehabilitation facility, or similar institution which
operates on its premises or allows to be operated on its
premises a fality for dispensing pharmaceutical products.
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1 Prescription Drug Products furnished by the local, state or  certain Prescription g Products that are a Therapeutic
federal government (except for a Network Pharmacy owned Equivalent or Therapeutic Alternative to another covered
or operated by a local, state or federal government). Prescription Drug Product(s). Such coverage determinations
1 any product dispensed for the purposeapetite may be made periodically, and benefits for a Prescription

Drug Product that was previously excluded urtties

suppression (anorectics) or weight loss. )T A N
provision may be reinstated at any time.

1 Prescription and neprescription supplies other than L : . L
supplies covered as Preigtion Drug Products. 1 medications that are experimental investigational or

N o . unproven as described under
 vitamins, except prenatal vitamins that require a Limitationso section of your

Prescription Order or Refill, unless coverage fartsu
product(s) is required by federal or state law.
1 medications used for cosmetic purposes, including, without =~ HCcPHRS 0119
limitation, medications used to reduce wrinkles,
medications used to promote hair growth, or medications
used to control perspiration and fadeameproducts. Reimbursement/Filing a Claim
1 Prescription Drug Products as a replacement for a Retail Pharmacy
previously dispensed Prescription Drug Product that was When you or your Dependents purchase your Prescription

lost, st(?len, broken or destroyed. _ Drug Products throughla-Network Pharmacy, you pay any
TMedical Pharmaceutical s c oV e gpplidablé Golngutance, dr D&dEctible sHdVen inPTheasBhedule

medical benefits. at the time of purchas¥ou do not need to file a claim form
1 Prescription Drug Productsed for the treatment of male or for a Presription Drug Product obtained atr&Network
female sexual dysfunction, including, but not limited to Pharmacy unless you pay the full cost of a Prescription Drug
erectile dysfunction, delayed ejaculation, anorgasmy, Product at an-NetworkPharmacy and later seek
hypoactive sexual desire disorder and decreased libido. reimbursement for the Prescripti®rug Product under the

plan.For example, if you must pay thdlfoost of a

Prescription Drug Product to the retmitNetwork Pharmacy
because you did not have your ID card, then you must submit
a claim to Cigna for any reimbursement or benefit you believe

1 any ingredient(s) in a compounded Prescription Drug
Product that has not been approved by the U.S. Food and
Drug Administration (FDA).

1 medications available ovéhe-counter that do not require a is due to you under this plali, under this example, your
Prescription Order or Refill by federal or state law before payment to the retalh-Network Pharmacy for the covered
being dispensed, unless state or federal law requires Prescription Drug Product exceeds any applicable copay, then
coverage of such medications or the otrecounter you will be reimbursed the difference, if any, between the
medication has been designated as eligible for coverage as if applicable copay and tiRrescription Drug Charder the
it were a Prescription Drug Product. Prescription Drug Pruct.

1 certain Prescription Drug Products that are a Therapeutic
Equivalent or Therapeutic Alternative to an otes

counter drug(s), or are available in o¥ke-counter form. HE-PHR2TS o119

Such coverage determinations may be made periodically, ViM

and benefits for a Prescription Drug Product that was

previously excluded under this provision may be reinstated )

at any time. Exclusions, Expenses Not Covered and
1 any produtfor which the primary use is a source of General Limitations

nutrition, nutritional supplements, or dietary management of .
disease, even when used for the treatment of Sickness or Exclusions and Expenses Not Covered

Injury, unless coverage for such product(s) is required by Additional coverage limitations determined by plan or
federal or state law. provider type are shown inThe Schedule. Payment for the

1 immunization gents, biological products for allergy following is specificdly excluded from this plan:
immunization, biological sera, blood, blood plasma and 1 care for health conditions that are required by state or local
other blood products or fractions and medications used for law to be treated in a public facility.

travel prophylaxis unless specifically identified on the

- X care required by state or federal law to be supplied by a
Prescription Drug List. T q y pp y

public school system or school district.
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1 care for military servicélisabilities treatable through
governmental services if you are legally entitled to such
treatment andztilities are reasonably available.

1 treatment of an Injury or Sickness which is doevar,
declared, or undeclared

1 charges which you are not obligdte pay or for which you
are not billed or for which you would not have been billed
except that they were covered under this pfam.example,

if Cigna determines thatgovideror Pharmacys or has
waived, reduced, or forgiven any portion of its clearg
and/or any portion of Copayment, Deductible, and/or
Coinsurance amount(s) you are required to pay for a
CoveredExpensgas shown o he Schdule) without

Ci gseapdess consent, then Cigna in its sole discretion
shall have the right to deny the payrmehbenefits in
connectim with the Covered Expense, mduce the

benefits in proportion to the amount of the Copayment,
Deductible, and/or Coinsurance amounts waived, forgiven
or reduced, regardless of whether phevideror Pharmacy
represents that yoremain responsible for any amoutitat
your plan does not covdn the exercise of that discretion,
Cigna shall have the right to require you to provide proof
sufficient to Cigna that you have made your required cost
share payment(s) prior to the pasnt of any benefits by
Cigna. This exclusion includes, but is not limited to, charges
of a nonParticipating Provider who has agreed to charge
you or charged you at an-Metwork benefits level or some
other benefits level not otherwise applicable to theices
received

charges arising out of or relating to any violation of a
healthcaraelated state or federal law or which themselves
are a violation of a healthcarelated state or federal law.

assistance in the activities of daily living, including hat
limited to eating, bathing, dressing or other Custodial
Services or seltare activities, homemaker services and
services primarily for rest, domiciliary or convalescent care.

for or in connection with experimental, investigational or
unproven services

Experimental, investigational and unproven services are
medical, surgical, diagnostic, psychiatsabstancause
disorderor other health care technologies, supplies,
treatments, procedures, drogBiologictherapies or
devices that are determined I tutilization review
Physician to be:

1 not approved by the U.S. Food and Drug Administration
(FDA) or other appropriate regulatory agency to be
lawfully marketed;

1 not demonstrated, through existing peariewed,
evidencebased, scientific literature to lsafe and
effective for treating or diagnosing the condition or
Sickness for which its use is proposed;

1 the subject of review or approval by an Institutional
Review Board for the proposed use except as provided in
the ACIinical Trnarl so

1 the subject of an ongoing phase I, Il or Ill clinical trial,
except for routine patient care costs related to qualified
clinical trials as
of this plan.

In determining whether any such technologies, supplies
treatments, drug or Biologic therapies, or devices are
experimental, investigational, and/or unproven, the
utilization review Physician may rely on the clinical
coverage policies maintained by Cigna or the Review
Organization. Clinical coverage policiegy incorporate,
without limitation and as applicable, criteria relating to U.S.
Food and Drug Administratieapproved labeling, the
standard medical reference compendia and-peaewed,
evidencebased scientific literature or guidelines.

cosmetic surggrand therapies. Cosmetic surgery or therapy
is defined as surgery or therapy perforn@improve or
alter appearance or s@fteem

the following services are excluded from coverage
regardless of clinical indicationsiacromastia or
gynecomastia surges;rhinoplasty;blepharoplasty;
removal of skin tagsacupressure; dance therapygvement
therapy;applied kinesiologyrolfing; prolotherapyand
extracorporeal shock wave lithotripsy (ESWL) for
musculoskeletal and orthopedic conditions.

surgical or norsurgical treatment of TMJ disorders.

dental treatment of the teeth, gums or structures directly
supporting the teeth, including dentalrys, examinations,
repairs, orthodontics, periodontics, casts, splints and
services for dental malocclusion, for azgndition. Charges
made for sevices or supplies provided for or in connection
with an accidentdinjury to teeth are covered provided a
continuous course of dental treatment is started within six
months of an accident.

medical and surgical services, ialtand repeat, intended

for the treatment or control of obesity, except for treatment
of clinically severe (morbid) obesity as shown in Covered
Expenses, including: medical and surgical services to alter
appearance or physical changes that are the résarto
surgery performed for the management of obesity or
clinically severe (morbid) obesity; and weight loss programs
or treatments, whether prescribed or recommended by a
Physician or under medical supervision.

unless otherwise covered in this plan, feparts,

evaluations, physical examinations, or hospitalization not
required for health reasoriacluding but not limited to
employment, insurance or government licenses, and-court
ordered, forensic or custodial evaluations.
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1 courtordered treatment or hagglization, unless such
treatment is prescribed by a Physician and listed as covered
in this plan.

1 any services or supplies for the treatment of male or female
sexual dysfunction such as, but not limited to, treatment of
erectile dysfunction (including péde implants), anorgasmy,
and premature ejaculation.

1 medical and Hospital care and costs for the infant child of a
Dependent, unless this infant child is otherwise eligible
under this plan.

1 non-medical counseling and/or ancillary services, including
but rot limited to Custodial Services, educational services,
vocational counseling, training and, rehabilitation services,
behavioral training, biofeedback, neurofeedback, hypnosis,
sleep therapy, return to work services, work hardening
programs and driver sdfecourses.

1 therapy or treatment intended primarily to improve or
maintain general physical condition or for the purpose of
enhancing job, school, athletic or recreational performance,
including but not limited to routine, long term, or
maintenance care \h is provided after the resolution of
the acute medical problem and when significant therapeutic
improvement is not expected.

1 consumable medical supplies other than ostomy supplies
and urinary catheters. Excluded supplies include, but are not
limited to bandages and other disposable medical supplies,
skin preparations and test strips, except as specified in the
AHome Health Serviceso or @B
Breast ProsthesesoOo sections

1 private Hospital rooms and/or private duty nurséxgept as
provided under the Home Health Services provision.

1 personal or comfort items such as personal care kits
provided on admission to a Hospital, television, telephone,
newborn infant photographs, complimentary meals, birth
announcements, and othetiees which are not for the
specific treatment of an Injury or Sickness.

1 artificial aids including but not limited t@orrective
orthopedic shoes, arch supports, elastic stockings, garter
belts, corsets, dentures and wigs.

1 aids or devices that assist witonverbal communications,
including but not limited to communication boards,-pre
recorded speech devices, laptop computers, desktop
computers, Personal Digital Assistants (PDAs), Braille
typewriters, visual alert systems for the deaf and memory
books.

1 eyeglass lenses and frames and contact lenses (except for
the first pair of contact lenses for treatment of keratoconus
or postcataract surgery).

routine refractionsgye exercises and surgical treatment for
the correction of a refractive error, includiragial
keratdomy.

treatment by acupuncture.

all nonrinjectable prescription drugs, unless Physician
administration or oversight is required, injectable
prescription drugs to the extent they do not require
Physician supervision and are typically consideselé
administered drugs, negrescription drugs, and
investigational and experimental drugs, except as provided
in this plan.

routine foot care, including the paring and removing of
corns and calluses or trimming of nails. However, services
associated wit foot care for diabetes and peripheral
vascular disease are covered when Medically Necessary.

membership costs or fees associated with health clubs,
weight loss programs and smoking cessation programs.

genetic screening or pimplantations genetic screeg.
General populatiofvased genetic screening is a testing
method performed in the absence of any symptoms or any
significant, proven risk factors for genetically linked
inheritable disease.

dental implants for any condition.
alternative medicine.
protonpump inhibitors.

medical ma%uana.
t

t‘%eas jasr?qcig eed G iﬂq nhS éolrlegtign(tzlolna?iorh of%lcr)]o(gl or
blood products, éxcept for autologous donation in
anticipation of scheduled services where in the utilization
review Physiciands osgsiblaodo n
loss is such that transfusion is an expected adjunct to
surgery.

blood administration for the purpose of general
improvement in physical condition.

cost of biologicals that are immunizations or medications
for the purpose of travel, or to protegainst occupational
hazards and risks.

cosmetics, dietary supplements and health and beauty aids.

all nutritional supplements and formulae except for infant
formula needed for the treatment of inborn errors of
metabolisnfor a child's first 12 months oifié.

for or in connection with an Injury or Sickness arising out
of, or in the course of, any employment for wage or profit.

charges for the delivery of medical and heaétlated
services via telecommunications technologies, including
telephone and inteet, unless provided as specifically
described under Covered Expenses.

massage therapy.
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1 abortions, unless a Physician certifies in writing that the
pregnancy would endanger the life of the mother, or the
expenses are incurred to treat medical complicatioesto
abortion.

1 gender reassignment surgery.
1 The following Tax ID numbers are for excluded providers:

A Arizona Ctr for Minimally Invasive Surgery, TIN
383865610 State AZ

A East Valley Surgery Center, TIN 271017205 State
AZ

A Laser Spine Institute LLN, TIN 2002674 State AZ

A Surgcenter Camelback LLC, TIN 464169482 State
AZ

A Minimally Inva Spine Ctr of Par Vly, TIN
461416301 State AZ

A Olive Surgical Care LLC, TIN 900863601 State AZ
A Santan Surgery Center, TIN 272944317 State AZ

A Surgcenter at Pima Crossing, TIN 458868 State
AZ

A Troon Pain Management, TIN 412195948 State AZ

A Northstar Healthcare Surg €3cottsdale, TIN
464352342

General Limitations

No payment will be made for expenses incurredytar or any
one of your Dependents:

1 for charges made by a Hospital ador operated by or
which provides care or performs services for, the United
States Government, if such charges are directly related to a
military-serviceconnected Injury or Sickness.

1 to the extent that you or any one of your Dependerits is
any way pai or entitled to payment for those expenses by
or through a public program, other than Medicaid.

1 to the extent that payment is unlawful where the person
resides when the expenses are incurred.

1 for charges which would not have been made if the person
had noinsurance.

1 to the extent that they are more than Maximum
Reimbursable Charges.

1 to the extent of the exclusions imposed by any certification
requirement shown in this plan.

1 expenses for supplies, care, treatment, or surgery that are
not Medically Necessary

1 charges made by any coverqg@dvider who is a member of
your family or your Dependentfamily.

1 expenses incurred outside the United States other than
expenses foMedicallyNecessary urgent or emergent care
while temporarily traveling abroad.

HC-EXC302M 01-19

Coordination of Benefits

Dual coverage is prohibited (for employees and dependents)
on all County benefit plans.

This section applies if you or any one of your Dependents is
covered under more than one Plan and determines how
benefits payable firo all such Plans will be coordinated. You
should file all claims with each Plan.

Definitions

For the purposes of this section, the following terms have the
meanings set forth below:

Plan

Any of the following that provides benefits or services for
medicalcare ortreatment

1 Group insurance and/or grotiype coverage, whether
insured or selfnsured which neither can be purchased by
the general public, nor is individually underwritten,
including closed panel coverage.

1 Coverage under Medicare and other governtal benefits
as permitted by law, excepting Medicaid and Medicare
supplement policies.

1 Medical benefits coverage of group, greype, and
individual automobile contracts.

Each Plan or part of a Plan which has the right to coordinate
benefits will be cosidered a separate Plan.

Closed Panel Plan

A Plan that provides medical or dental benefits primarily in
the form of services through a panel of employed or
contracted providers, and that limits or excludes benefits
provided by providers outside of the phrexcept in the case
of emergency or if referred by a provider within the panel.

Primary Plan

The Plan that determines and provides or pays benefits
without taking into consideration the existence of any other
Plan.

Secondary Plan

A Plan that determineand may reduce its benefits after
taking into consideration, the benefits provided or paid by the
Primary Plan. A Secondary Plan may also recover from the
Primary Plan the Reasonable Cash Value of any services it
provided to you.
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Allowable Expense

The amoat of charges considered for payment under the Plan
for a Covered Service prior to any reductions due to
coinsurance, copayment or deductible amounts. If Cigna
contracts with an entity to arrange for the provision of
Covered Servi c e scontractednetgdrk of h at
health care providers, the amount that Cigna has agreed to pay
that entity is the allowable amount used to determine your
coinsurance or deductible payments. If the Plan provides
benefits in the form of services, the Reasonable Cadie\of

each service is the Allowable Expense and is a paid benefit.

Examples of expenses or services that are not Allowable
Expenses include, but are not limited to the following:

1 An expense or service or a portion of an expense or service
that is not cogred by any of the Plans is not an Allowable
Expense.

1 If you are confined to a private Hospital room and no Plan
provides coverage for more than a semiprivate room, the
difference in cost between a private and semiprivate room is
not an Allowable Expense.

1 If you are covered by two or more Plans that provide
services or supplies on the basis of reasonable and
customary fees, any amount in excess of the highest
reasonable and customary fee is not an Allowable Expense.

1 If you are covered by one Plan that pa®s services or
supplies on the basis of reasonable and customary fees and
one Plan that provides services and supplies on the basis of
negotiated fees, the Primary Plan's fee arrangement shall be
the Allowable Expense.

1 If your benefits are reduced undbetPrimary Plan (through
the imposition of a higher copayment amount, higher
coinsurance percentage, a deductible and/or a penalty)
because you did not comply with Plan provisions or because
you did not use a preferred provider, the amount of the
reductionis not an Allowable Expense. Such Plan
provisions include second surgical opinions and
precertification of admissions or services.

Claim Determination Period

A calendar year, but does not include any part of a year during
which you are not covered undéig policy or any date before
this section or any similar provision takes effect.

Reasonable Cash Value

An amount which a duly licensed provider of health care
services usually charges patients and which is within the range
of fees usually charged for tikame service by other health

care providers located within the immediate geographic area
where the health care service is rendered under similar or
comparable circumstances.

Order of Benefit Determination Rules

A Plan that does not have a coordination exrfiéfits rule
consistent with this section shall always be the Primary Plan.
If the Plan does have a coordination of benefits rule consistent
with this section, the first of the following rules that applies to
theesituiation iy tlleone to use:

1 The Plan thatovers you as an enrollee or an employee shall
be the Primary Plan and the Plan that covers you as a
Dependent shall be the Secondary Plan;

1 If you are a Dependent child whose parents are not divorced
or legally separated, the Primary Plan shall be the Plan
which covers the parent whose birthday falls first in the
calendar year as an enrollee or employee;

1 If you are the Dependent of divorced or separated parents,
benefits for the Dependent shall be determined in the
following order:

1 first, if a court decrestates that one parent is responsible
for the child's healthcare expenses or health coverage and
the Plan for that parent has actual knowledge of the terms
of the order, but only from the time of actual knowledge;

1 then, the Plan of the parent with custadyhe child;

1 then, the Plan of the spouse of the parent with custody of
the child;

1 then, the Plan of the parent not having custody of the
child; and

1 finally, the Plan of the spouse of the parent not having
custody of the child.

1 The Plan that covers you as active employee (or as that
employee's Dependent) shall be the Primary Plan and the
Plan that covers you as laidf or retired employee (or as
that employee's Dependent) shall be the Secondary Plan. If
the other Plan does not have a similar provisiod, as a
result, the Plans cannot agree on the order of benefit
determination, this paragraph shall not apply.

1 The Plan that covers you under a right of continuation
which is provided by federal or state law shall be the
Secondary Plan and the Plan thaters you as an active
employee or retiree (or as that employee's Dependent) shall
be the Primary Plan. If the other Plan does not have a
similar provision and, as a result, the Plans cannot agree on
the order of benefit determination, this @agnaph shalhot
apply.

1 If one of the Plans that covers you is issued out of the state
whose laws govern this Policy, and determines the order of
benefits based upon the gender of a parent, and as a result,
the Plans do not agree on the order of benefit determination,
the Plan with the gender rules shall determine the order of
benefits.
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If none of the above rules determines the order of benefits, the
Plan that has covered you for the longer period of time shall
be primary.

When coordinating benefits with Medicare, tRian will be

the Secondary Plan and determine benefits after Medicare,
where permitted by the Social Security Act of 1965, as
amended. However, when more than one Plan is secondary to
Medicare, the benefit determination rules identified above,

will be usal to determine how benefits will be coordinated.

Effect on the Benefits of This Plan

If this Plan is the Secondary Plan, this Plan may reduce
benefits so that the total benefits paid by all Plans during a
Claim Determination Period are not more than 100%h®
total of all Allowable Expenses.

The difference between the amount that this Plan would have
paid if this Plan had been the Primary Plan, and the benefit
payments that this Plan had actually paid as the Secondary
Plan, will be recorded as a beneéserve for you. Cigna will
use this benefit reserve to pay any Allowable Expense not
otherwise paid during the Claim Determination Period.

As each claim is submitted, Cigna will determine the
following:

1 Cigna's obligation to provide services and suppliegeu
this policy;

1 whether a benefit reserve has been recorded for you; and

1 whether there are any unpaid Allowable Expenses during
the Claims Determination Period.

If there is a benefit reserve, Cigna will use the benefit reserve
recorded for you to pay up 100% of the total of all

Allowable Expenses. At the end of the Claim Determination
Period, your benefit reserve will return to zero and a new
benefit reserve will be calculated for each new Claim
Determination Period.

Recovery of Excess Benefits

If Cigna pays charges for benefits that should have been paid
by the Primary Plan, or if Cigna pays charges in excess of
those for which we are obligated to provide under the Policy,
Cigna will have the right to recover the actual payment made
or the ReasonableasSh Value of any services.

Cigna will have sole discretion to seek such recovery from any
person to, or for whom, or with respect to whom, such
services were provided or such payments made by any
insurance company, healthcare Plan or other organization. If
we request, you must execute and deliver to us such
instruments and documents as we determine are necessary to
secure the right ofecovery.

Right to Receive and Release Information

Cigna, without consent or notice to you, may obtain
information from andelease information to any other Plan

with respect to you in order to coordinate your benefits
pursuant to this section. You must provide us with any
information we request in order to coordinate your benefits
pursuant to this stion. This request may ogcin connection
with a submitted claim; if so, you will be advised that the
"other coverage" information, (including an Explanation of
Benefits paid under the Primary Plan) is required before the
claim will be processed for payment. If no response is
recaved within 90 days of the request, the claim will be
denied. If the requested information is subsequently received,
the claim will be processed.

Coordination of Benefits with Medicare

If you, your spouse, or your Dependent are covered under this
Plan andqualify for Medicare, federal law determines which
Plan is the primary payer dnwvhich is the secondary payer.

The primary payer always determines covered benefits first,
without considering what any other coverage will pay. The
secondary payer determiniés coverage only after the

Primary Plan has completed its determination.

When Medicare is the Primary Payer

Medicare will be the primary payer and this Plan will be the
secondary payer, even if you
or you receive servicdsom a provider who does not accept
Medicare payments, in the following situations:

1 COBRA or State Continuatioryou, your spouse, or your
covered Dependent qualify for Medicare for any reason and
are covered under this Plan due to COBRA or state
continudion of coverage.

1 Retirement or Termination of Employmeivtou, your
spouse, or your covered Dependent qualify for Medicare for
any reason and are covered under this Plan due to your
retirement or termination of employment.

¢ Disability: You, your spouse, grour covered Dependent
qualify for Medicare due to a disability, you are an active
Employee, and your Employer has fewer than 100
employees.

1 Age: You, your spouse, or your covered Dependent qualify
for Medicare due to age, you are an active Employee, and
your Employer has fewer than 20 employees.

1 End Stage Renal Disease (ESR®)u, your spouse, or
your covered Dependent qualify for Medicare due to End
Stage Renal Disease (ESRD) and you are an active or
retired Employee. This Plan will be the primary pafger
the first 30 months. Beginning with the*3month,
Medicare will be the primary payer.
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When This Plan is the Primary Payer

This Plan will be the primary payer and Medicare will be the
secondary payer in the following situations:

1 Disability: You, yourspouse, or your covered Dependent
qualify for Medicare due to a disability, you are an active
Employee, and your Employer has 100 or more employees.

1 Age: You, your spouse, or your covered Dependent qualify
for Medicare due to age, you are an active Ermgxoand
your Employer has 20 or more employees.

1 End Stage Renal Disease (ESRWu, your spouse, or
your covered Dependent qualify for Medicare due to End
Stage Renal Disease (ESRD) and you are an active or
retired Employee. This Plan is the primary pafperthe first
30 months. Beginning with the 3tonth, Medicare will be
the primary payer.

IMPORTANT : If you, your spouse, or your Dependent do
not elect to enroll in Medicare Parts A and/or B when first
eligible, or you receive services from a providewho does
not accept Medicare payments, this Plan will calculate
payment based on what should have been paid by
Medicare as the primary payer if the person had been
enrolled or had received services from a provider who
accepts Medicare payments. A person isonsidered
eligible for Medicare on the earliest date any coverage
under Medicare could become effective.

Failure to Enroll in Medicare

If you, your spouse, or your Dependent do not enroll in
Medi care Parts A and/ or
Medicareenrollment period, or the person opts out of
coverage, the person may be subject to Medicare late
enrollment penalties, which can causesiaylin coverage and
result in higher Medicare premiums when the person does
enroll. It can also result in a reduation coverage under
Medicare Parts A and B. If you are planning to retire or
terminate employment and you will be eligible for COBRA,
state Continuation, or retiree coverage under this Plan, you
should enroll in Medicare before you terminate employment to
avoid penalties and to receive the maximum coverage under
Medicare. Please consult Medicare or the Social Security
Administration for more information.

Assistance with Medicare Questions

For more information on
contact Megtare tollfree at 3800-MEDICARE (1-800-633
4227) or awww.medicare.govYou may also contact the
Social Security Administration teffee at 3800-772-1213, at
www.ssa.goyor call your local Social Security
Administration office.

HC-COB199M 01-19

B dur

Expenses For Which A Third Party May
Be Responsible
This plan does not cover:

1 Expenses incurred by you or your Dependent; (hereinafter
individually and collectively referred to as a "Participant,”)
for which another party may be responsible as a result of
having caused or contributed to an Injury or Sickness.

1 Expenses incurred by a Participant to the extent any
payment is received for them either directly or indirectly
from a third party tortfeasor or as a result of a settlement,
judgment or arbitration awaiid connection with any
automobile medical, automobile {fiault, uninsured or
underinsured motorist, homeowners, workers'
compensation, government insurance (other than Medicaid),
or similar type of insurance or coverage. The coverage
under this plan is sendary to any automobile fault or
similar coverage.

Subrogation/Right of Reimbursement

If a Participant incurs a Covered Expense for which, in the
opinion of the plan or its claim administrator, another party
may be responsible or for which the Papéait may receive
payment as described above:

1 Subrogation: The plan shall, to the extent permitted by law,
be subrogated to all rights, claims or interests that a
Participant may have against such party and shall
automatically have a lien upon the proceeflany recovery

. bya Patrti ipant from such par(tjy to the extertn of ar|y benefits

' [5];% undel the pPaﬁ. A Iga?tieipar?t or hidlHer re'pr%sentative
shall execute such documents as may be required to secure
the plands subrogation right

1 Right of Reimbursement: Th@an is also granted a right of
reimbursement from the proceeds of any recovery whether
by settlement, judgment, or otherwise. This right of
reimbursement is cumulative with and not exclusive of the
subrogation right granted in paragraph 1, but only¢o th
extent of the benefits provided by the plan.

Lien of the Plan
By accepting benefits under this plan, a Participant:

1 grants a lien and assigns to the plan an amount equal to the
benefits paid under the plan against any recovery made by

Me d i c a ér enthehalf ofithéarsicipantwhichrisébigding éntalyo n's ,

attorney or other party who represents the Participant
whether or not an agent of the Participant or of any
insurance company or other financially responsible party
against whom a Participant may have a claim providétl s
attorney, insurance carrier or other party has been notified
by the plan or its agents;
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1

1

Additional Terms

1

agrees that this lien shall constitute a charge against the 1 Any reference to state law in any other provision of this
proceeds of any recovery and the plan shall be entitled to plan shall not be applicable to this provision, if the plan is
assert a security interest thereon; governed by ERISA. By acceptance of benefits utiuer

agrees tdold the proceeds of any recovery in trust for the _pIan, the Participant agrees that a breach hereof would cause
benefit of the plan to the extent of any payment made by the ireparable and substantial harm and that no adequate

plan. remedy at law would exist. Further, the Plan shall be

entitled to invoke such equitable remedies as may be
necessary to enforce the teywof the plan, including, but not

No adult Participant hereunder may assign any rights that it limited to, specific performance, restitution, the imposition

may have to recover medical expenses from any third party of an equitable lien and/or constructive trust, as well as

or other person or entity to any minor Dependent of said injunctive relief.

adult Participant without the prior express Writteg consent {l Participants must assist the pﬁn in pursuing any subrogation
of the plan. The planos 1 ahl oiceoehFidhbyovidrn fbdubsled dhralok. © 0
decedentséd, minorsdéd, and incompeten or dls ed personso
settlements or recoveries.

No Participant shall make any settlement, which specifically =~ H¢SUB™” 0117
reduces or excludes, or attempts to reduce or exclude, the
benefits provided by the plan.

The planbdés right of recovery shall be a prior |ien agains
proceeds recovered by the ParticipantisTlght of Payment of Benefits

recovery shall not be defeated nor reduced by the Assignment and Payment of Benefits

applicationofanysea a |l | e dWhHidMael eDoct ri ne 0,

ARi mes Doctrined, or any ot h¥Wmayne assign i any party iscluging.rbyt aot limited 19, ¢
defeat the planods recovery r fRayidesofpeglthcare geryiees/itemnsyygur tight &0 benefits ¢ e

exclusively to normedcal expense damages. under this plan, namay you assign any administrative,

No Participant hereunder shall incur any expenses on behalf statutory, or legal rights or causes of action you may have
p . y €xpe under lIERISA,JncIudinq, buhnotlimit d to, an rirgh to make

of the plan in pursuit of the I t's r e er

lafin 6t pah Benéfits, t t t ent
specifically; no court costs, attorneys' fees or other aciaim fof plan Denetits, 1o request piah or other documents,
' ' be to gl%a peals, of d{=jsr1|e claims gnievances, or, to file .

represen t a.t lves fees may lawsit lﬁjngeh':q? A. Al[ny%tpémptt gssid)n Isu%hnri?)h?s shall
recovery vithout the prior express written consent of the v%'d and unenforceable under all circumstances

plan. This right shall not be defeated byamycsal | ed fAF tl)Jen
Doctrined, ACommon Fund Doct YouRmayshoweer aufgtizeCigna (o oay any healihgarg
Doctrineo. benefits under this policio a Participating or Non
Participaing Provider When you authorize the payment of
your healthcare benefite a Participating or NoRarticipating
Provider, youauthorize the payment of the entire amount of
the benefits due on that claim. If a provider is overpaid

The plan shall recover the full amount of benefits provided
hereunder without gard to any claim of fault on the part of
any Patrticipant, whether under comparative negligence or

otherwise. ! . .

because of accepting digdte payments from you and Cigna,
The plan hereby disavows all equitable defenses in pursuit it is the providerdés responsi
of its right of recovery. Th gverpaynent foSou Ciykamaybaytall hedkhddeefts fore ¢ 0 v
rights are neither affeaenor diminished by equitable Covered Expensatdirectly to a Participating Provider without
defenses. your authorization. You may not interpretrety upon this
In the event that a Participant shall fail or refuse to honor its  discrete authorization or permission to pay any healthcare
obligations hereunder, then the plan shall be entitled to benefitsto a Participating or NoeRarticipating Provideas the
recover any costs incurred in enforcing the terms hereof authority to assign any other rights under this policy to any

including, but not limited to, atton e y 6 s f ee s, | i paitygneluding, hut notdimited te, a provider ofdithcare

costs, and other expenses. The plan shall also be entitled to ~ Services/items.

offset the reimbursement obligation against any entittement  Even if the payment of healthcare benefits to a-Non

to future medical benefits hereunder until the Participant has  participating Provider has been authorized by you, Cigna may,
fully complied with his reimbursement bgations at its option, make payment of benefits to you. When benefits

hereunder, regardless of how those future medical benefits are paid to you or your Dependent, you or your Depesden
are incurred.
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are responsible for reimbursing the NBatrticipating
Provider.

If any person to whom benefits are payable is a minor or, in
the opinion of @nais not able to give a valid receipt for any
payment due him, such payment will be made to his legal
guardan. If no request for payment has been made by his legal
guardian, @namay, at its option, make payment to the

person or institution appearing to have assumed his custody
and support.

When one of our participants passes awagn&may receive
notice thaan executor of the estate has been established. The
executor has the same rights as our insured and benefit

payments for unassigned claims should be made payable to the

executor.

Payment as described above will releagm&from all
liability to the exent of any payment made.

Recovery of Overpayment

When an overpayment has been made by Cigna, Cigna will
have the right at any time to: recover that overpayment from
the person to whom or on whose behalf it was made; or offset
the amount of that overpaymdnim a future claim payment.

In addition, your acceptance of benefits under this plan and/or

assignment of Medical Benefits separately creates an equitable

lien by agreement pursuant to which Cigna may seek recovery
of any overpayment. You agree that Gigin seeking

recovery of any overpayment as a contractual right or as an
equitable lenby agreement, may pursue the general assets of
the person or entity to whom or on whose behalf the
overpayment was made.

Calculation of Covered Expenses

Cigna, in itsdiscretion, will calculate Covered Expenses
following evaluation and validation of all provider billings in
accordance with:

1 the methodologies in the most recent edition of the Current
Procedural terminology.

1 the methodologies as reported by generally gaced
professionals or publications.

HC-POB132 01-19

Termination of Insurance

Employees
Your insurance will cease on the earliest date below:

1 the date you cease to be in a Class of Eligible Employees or
cease to qualify for the ingance.

q the last daydr which you have made any required
contribution for thensurance.

1 the date the policy is caned.

q the last day of the calendar month in which your Active
Service endsxcept as described below.

Any continuation of insurance must be based on a planhwhic
precludes intvidual selection.

Injury or Sickness

If your Active Service ends due to an Injury or Sickness, your
insurance will be continued while you remain totally and
continuously disabled as a result of the Injury or Sickness.
However,yourinsurane will not continue past the date your
Employercancels youmsurance.

Dependents

Your insurance for all of your Dependents will cease on the
earliest date below:

1 the date your insurance ceases.
1 the date you cease to be eligible for Dependent Insurance.

1 the last dayf the monthfor which you have made any
required contribution for the insurance.

1 the date Dependent Insurance is cancelled.

The insurance for any one of your Dependents will cease on
the date that Dependent no longer qualifies as an eligible
Dependent.

HC-TRM128 M 12-17

Rescissions

Your coverage may not be rescinded (retroactively teaited)

by Cignaor the plan sponsor unleig plan sponsor or an
individual (or a person seeking coverage on behalf of the
individual) performs an act, practior omissiorthat

constitutes fraud; ahe plan sponsor or individual (or a

person seeking coverage on behalf of the individual) makes an
intentional misrepresentation of material fact.

Benefits will be terminated for ineligible employees and
dependents.

HC-TRM80M 01-11

Federal Requirements

The following pages explain your rights and responsibilities
under federal laws and regulations. Some states may have
similar requirements. If a similar provision appears elsewhere
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in this booklet, the provision wti provides the better benefit
will apply.

HC-FED1 1010

Notice of Provider Directory/Networks

Notice Regarding Provider Directories and Provider
Networks

A list of network providers is available to you without charge
by visiting the website or by callinthe phone number on your
ID card. The network consists of providers, including
hospitals, of varied specialties as well as general practice,
affiliated or contracted with Cigna or an organization
contracting on its behalf.

Notice Regarding Pharmacy Diretories and Pharmacy
Networks

A list of network pharmacies is available to you without
charge by visiting the website or by calling the phone number
on your ID card. The network consists of pharmacies affiliated
or contracted with Cigna or an organizati@mtracting on its
behalf.

HC-FED78 10-10

Quialified Medical Child Support Order
(QMCSO)

Eligibility for Coverage Under a QMCSO

If a Qualified Medical Child Support Order (QMCSO) is
issued for your child, that child will be eligible for coverage as
required by the order and you will not be considered a Late
Entrant for Dependent Insurance.

You must notify your Employer and elect coverage for that
child, and yourself if you are not already enrolled, within 3
days of the QMCSO beingsued.

Qualified Medical Child Support Order Defined

A Qualified Medical Child Support Order is a judgment,

decree or order (including approval of a settlement agreement)
or administrative notice, which is issued pursuant to a state
domestic relations law (including a communitpperty law),

or to an administrative process, which provides for child
support or provides for health benefit coverage to such child
and relates to benefits under the group health plan, and
satisfies all of the fdowing:

1 the order recognizesorcreatesa i | d6s r i ght
group health benefits for which a participant or beneficiary
is eligible;

to

q the order specifies your name and last known address, and
the childds name and | ast
name and address of an official of astat political
subdivision may be
address;

1 the order provides a description of the coverage to be
provided, or the manner in which the type of coverage is to
be determined;

1 the order states the period to which it applaaxd

1 if the order is a National Medical Support Notice completed
in accordance with the Child Support Performance and
Incentive Act of 1998, such Notice meets the requirements
above.

The QMCSO may not require the health insurance policy to
provide coverag for any type or form of benefit or option not
otherwise provided under the policy, except that an order may
require a plan to comply with State laws refjag health care
coverage.

Payment of Benefits

Any payment of benefits in reimbursement for Covered

Expenses paid by the child,
|l egal guardian, shall be
parent or legal guardian, or a state official whose name and
address have been substituted for the name and address of the
child.

HC-FED4 10-10

Special Enrollment Rights Under the Health
Insurance Portability & Accountability Act
(HIPAA)

If you or your eligible Dependent(s) experience a special
enrollment event as described below, you or your eligible
Dependent(s) may be entitléo enroll in the Plan outside of a
designated enrollment period upon the occurrence of one of
the special enroliment events listed below. If you &resaly
enrolled in the Plan, you may request enroliment for you and
your eligible Dependent(s) under gferent option offered by
the Employer for which you are currently eligible. If you are
not already enrolled in the Plan, you must request special
enrollment for yourself in addition to your eligible
Dependent(s). You and all of your eligible Dependemt(g}t
be covered under the same option. The special enroliment
events include:

1 Acquiring a new Dependentlf you acquire a new
DePendent(s) through marriage, birth, adoption or
place?ngn?fbr ga%ption, you may request special enrollment
for any of the follaving combinations of individuals if not

60

myCigna.com

k n

substitut

mad e



§:2Cigna®

already enrolled in the Plan: Employee only; spouse only;
Employee and spouse; Dependent child(ren) only;
Employee and Dependent child(ren); Employee, spouse and
Dependent child(ren). Enroliment of Dependent childsen
limited to thenewborn oradopted children or children who
became Dependent children of the Employee due to
marriage.

fLoss of eligibility for Stat
Health Insurance Program (CHIP). If you and/or your
Dependent(s) were covereddan a state Medicaid or CHIP

plan and the coverage is terminated due to a loss of
eligibility, you may request special enrollment for yourself

and any affected Dependent(s) who are not already enrolled
in the Plan. You must request enrollment within 60sday

after termination of Medicaid or CHIP coverage.

1 Loss of eligibility for other coverage (excluding
continuation coverage)If coverage was declined under
this Plan due to coverage under another plan, and eligibility
for the other coverage is lost, you aaitof your eligible
Dependent(s) may request special enrollment in this Plan.
This provision applies to loss of eligibility as a result of any
of the following:

1 divorce or legal separation;

1 cessation of Dependent status (such as reaching the
limiting age;

1 death of the Employee;
1 termination of employment;

1 reduction in work hours to below the minimum required
for eligibility;

1 you or your Dependent(s) no longer reside, live or work
in the other plands net wor Kk
coverage is availablender the other plan;

1 you or your Dependent(s) incur a claim which meets or
exceeds the lifetime maximum limit that is applicable to
all benefits offered under the other plan; or

1 the other plan no longer offers any benefits to a class of
similarly situatedndividuals.

1 Termination of Employer contributions (excluding
continuation coverage)If a current or formeEmployer
ceases all contributions
Dependent 6s other coverage,
requested in this Plan for youdaall of your eligible
Dependent(s).

1 Exhaustion of COBRA or other continuation coverage.
Special enrollment may be requested in this Plan for you
and all of your eligible Dependent(s) upon exhaustion of
COBRA or other continuation coverage. If you or your
Dependent(s) elect COBRA or other continuation coverage
following loss of coverage under another plan, the COBRA
or other continuation coverage must be exhausted before

any special enrollment rights exist under this Plan. An
individual is considered to havexhausted COBRA or other
continuation coverage onifysuch coverage ceasehie to
failure of theEmployer or other responsible entity to remit
premiums on a timely basighen the person no longer
resides or works in thteeiwthe
no other COBRA or continuation coveragea#éable under

e theypla; prghanthe indjvjdualdneyrs a gling thay would
meet or exceed a lifetime maximum limit on all benefits and
there is no other COBRA or other continuation coverage
available to theridividual. This does not include
termination ofaremp | oyer 6s | i mi t ed
contributions toward COBRA or other continuation
coverage as provided under any severance or other
agreement.

1 Eligibility for employment assistance under State
Medicaid or Childr ends Heal th I nsuran
(CHIP). If you and/or your Dependent(s) become eligible
for assistance with group health plan premium payments
under a state Medicaid or CHIP plan, you may request
special enrollment for yourself and any affected
Dependent(swho are not already enrolled in the Plan. You
must request enrollment within 60 days after the date you
are determined to be eligible fosséstance.

Except as stated above, special enrollment must be
requested within 30 days after the occurrence of the
special enrollment eventlf the special enroliment event is
the birth or adoption of a Dependent child, coverage will
be effective immediately on the date of birth, adoption or
placement for adoption.

Domestic Partners and their children (if not legaldren of
thg Eemrpl\c/ineeg aere ngtrelgngle der ﬁpgualnegrollrg%nth er

pel

HC-FED96 M 04-17

Effect of Section 125 Tax Regulations on This
Plan

Your Employer has chosen to administer this Plan in
accordance with Section 125 regulations of the Internal

t o wRdveahuetCbdeRer Ehiw peduratio®, ol May agree to a pretax

salarg @eduéibn pét towaedlthle sdst bftyourdengfitsb e
Otherwise, you will receive your taxable earnings as cash
(salary).
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A. Coverageelections

Per Section 125 regulations, you are generally allowed to
enrollfor or change coverage only before each annual benefit
period. However, exceptions are allowed if your Employer
agrees:

1 if you meet Special Enroliment criteria and enroll as
described in the Special Enrollment section; or

1 if your Employer agrees, anygu meet the criteria shown in
the following Sections B through F and enroll for or change
coverage within the time period established by your
Employer.

B. Change ofstatus
A change in status is defined as:

1 change in legal marital status due to marriage, defeth
spouse, divorce, annulment or legal separation;

1 change in number of Dependents due to birth, adoption,
placement for adoption, or death of a Dependent;

1 change in employment status of Employee, spouse or
Dependent due to termination or start of emplent,
strike, lockout, beginning or end of unpaid leave of absence,
including under the Family and Medical Leave Act
(FMLA), or change in wdtsite;

1 changes in employment status of Employee, spouse or
Dependent resulting in eligibility or ineligibility for
coverage;

1 change in residence of Employee, spouse or Dependent to a
l ocation outside of the Empl
and

1 changes which cause a Dependent to become eligible or
ineligible for coverage.

C. Court order

A change in coverage due to arahsistent with a court order
of the Enployee or other person to cover a Dependent.

D. Medicare or Medicaid €ligibility/ entitlement

The Employee, spouse or Dependent cancels or reduces
coverage due to entitlement to Medicare or Medicaid, or
enrolls or incrases coverage due to loss of Medicare or
Medicaid eligbility .

E. Change incost of coverage

If the cost of benefits increases or decreases during a benefit
period, your Employer may, in accordance with plan terms,
automatically change your elective cohbttion.

When the change in cost is significant, you may either
increase your adribution or elect lessostly coverage. When
a significant overall reduction is made to the benefit option
you have elected, you may elect another available benefit
option. Wren a new benefit option is added, you may change
your election to the new benefit option.

F. Changes incoverage ofspouse or Dependentinder
anotheremp | o yptam 6 s

You may make a coverage election change if the flgowur
spouse or Dependenticurs achange such as adding or
deletinga benefit optionallows election changes due to
Special EnrolimentChange in Status, Court Order or
Medicare or Medicaidligibility/Entitlement; orthis Plan and
the other plan have different periods of coverage or open
enroliment griods.

HC-FED95M 04-17

Eligibility for Coverage for Adopted Children

Any child who is adopted by you, including a child who is
placed with you for adoption, will be eligible for Dependent
Insuance, if otherwise eligible as a Dependeptn the date

of placement with you. A child will be considered placed for
adoption when you become legally obligated to support that
child, totally or partially,

If a child placed for adoption is not adopted, all health
covelage ceases when the placement ends, and will not be
continued.

The provisions in the fAExcept
this document that describe requirements for enrollment and
effective date ofrisurance will also apply to an adopted child

or a childplaced with you for adoption.

oyero6s network service area;

HC-FED67 09-14

Coverage for Maternity Hospital Stay

Under federal law, group health plans and health insurance
issuers offering group health insurance coverage generally
may not restrict benefits for any hospital lengthtafysn
connection with childbirth for the mother or newborn child to
less than 48 hours following a vaginal delivery, or less than 96
hours following a delivery by cesarean section. However, the
plan or issuer may pay for a shorter stay if the attending
provider .g.,your physician, nurse midwife, or physician
assistant), after consultation with the mother, discharges the
mother or newborn eker.

Also, under federal law, plans and issuers may not set the level
of benefits or oubf-pocket costs so thany later portion of

the 48hour (or 96hour) stay is treated in a manner less
favorable to the mother or newborn than any earlier portion of
the stay.

In addition, a plan or issuer may not, under federal law,
require that a physician or other health careprovider
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obtain authorization for prescribing a length of stay of up
to 48 hours (or 96 hours). However, to use certain
providers or facilities, or to reduce your outof-pocket
costs, you may be required to obtain precertification. For
information on precertification, contact your plan
administrator.

HC-FED10 10-10

Womenédés Health and Cance
(WHCRA)
Do you know that your plan,

Health and Cancer Rights Act of 1998, provides benefits for
mastectomyrelated services inctling all stages of
reconstruction and surgery to achieve symmetry between the
breasts, prostheses, and complications resulting from a
mastectomy, including lymphedema? Call Member Services at
the toll free number listed on your ID card for more

information

HC-FED12 10-10

Group Plan Coverage Instead of Medicaid

If your income and liquid resources do not exceed certain
limits established by law, the state may decide to pay
premiums for this coveragestead of for Medicaid, if it is
cost effective. This icludes premiums for continuation
coverage required by federal law.

HC-FED13 10-10

Requirements ofFamily and Medical Leave Act

of 1993 (as amended) (FMLA)

Any provisions of he policy that provide forcontinuation of
insurance dung a leave of absencandreinstatement of
insurance fdowing a return to Active Service; are modified
by the following provisions of the federal Family and Medical
Leave Act of 1993, as amended, wheppliable:

Continuation of Health Insurance During Leave

Your health instance will be continued during a leave of
absence if:

1 that leave qualifies as a leave of absence under the Family
and Medical Leave Act of 1993, as amended; and

1 you are an eligible Employee under the terms of that Act.

The cost of your health insurance ithgrsuch leave must be
paid, whether entirely by your Employer or in part by you and
your Employer.

Your Employer will give you detailed information about the
Family and Medical Leave Act of 1993, as amended.

HC-FED93M 1017

Unifarmed Services Employmenand Re-
Emp 3'/n'%r?i Rights gc‘folf 1994 (USERRA)

The Uniformed Services Employment and-&aployment

a Righfs R dt 19945 9SERRA) sktdrEquirdReME Br0 S
continuation of health coverage andemployment in regard
to an Employeeds miéesetary |
requirements apply to medical and dental coveraggdor
and your Dependents.

Continuation of Coverage

For leaves of less tha® 8lays, coverage will continue as
described in the Termination section regarding Leave of
Absence.

For leaves of @days @ more, you may continue coverage for
yourselfand your Dependentheck with your Employer for
more information

HC-FED18M 10-10

Claim Determination Procedures

The following complies with federal law. Provisions of
applicable laws of your state may spersede.

Procedures Regarding Medical Necessity Determinations

In general, health services and benefits must be Medically
Necessary to be covered under the plan. The procedures for
determining Medical Necessity vary, according to the type of
service or beefit requested, and the type of health plan.
Medical Necessity determinations are made on a preservice,
concurrent, or postservice basis, as described below:

Certain services require prior authorization in order to be
covered. Théookletdescribes who iresponsible for

obtaining this review. You or your authorized representative
(typically, your health care pfessional must requegprior
authorizatioraccording to the procedures described below, in
thebookl et ,
documents as applicable.

When services or benefits are determined to beaowred
you or your representative will receive a written description of
the adverse determination, and may appeal the determination.
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Appeal procedures are described inlbeklet, in your
p r o vs neétearkdarticipation documeras applicableand
in the determination notices.

Note: An oral statement made to you by a representative of
Cigna or its designee that indicates, for example, a particular
service is a Covered Expengs authorized for coverage by
the plan, or that you are eligible for coverage is not a
guarantee that you will receive benefits for services under this
plan. Cigna will make a benefit determination after a claim is
received from you or your authorizeepresentative, and the
benefit determination will be based on, your eligibility as of
the date services were rendered to you and the terms and
conditions of the plan in effect as of the date services were
rendered to you.

Preservice Determinations

When youor your representative requgatrequiredorior
authorization Cignawill notify you or your representative of
the determination within 15 days after receiving the request.
However, if more time is needed due to matters beyond

Ci g rcanfias, Cignawill notify you or your representative
within 15 days after receiving your request. This notice will
include the date a determination can be expected, which will
be no more than 30 days after receipt of the request. If more
time is needed because necessamyrinétion is missing from
the request, the notice will also specify what information is
needed, and you or your representative must provide the
specified information t&€Cignawithin 45 days after receiving
the notice. The determination period will be susgjszhon the
dateCignasends such a notice of missing information, and the
determination period will resume on the date you or your
representative responds to the notice.

If the determination periods above would seriously jeopardize
your life or health, youability to regain maximum function,

or in the opinion of a health care professional with knowledge
of your health condition, cause you severe pain which cannot
be managed without the requested services, Cigna will make
the preservice determination onexpedited basis. Cigna will
defer to the determination of the treating health care
professional regarding whether an expedited determination is
necessary. Cigna will notify you or your representative of an
expedited determination within 72 hours after ireiog the
request.

However, if necessary information is missing from the
requestCignawill notify you or your representative within 24
hours after receiving the request to specify what information is
needed. You or your representative must provide theifspd
information toCignawithin 48 hours after receiving the
notice.Cignawill notify you or your representative of the
expedited benefit determination withd8 hours after you or

your representative responds to the notice. Expedited
determinations @y be provided orally, followed within 3 days
by written or electronic notification.

If you or your representativa&ttempts to request a preservice
determination, bufails to followC i g rpeodedures for
requesting a required preservice determinatzignawill

notify you or your representative of the failure and describe
the proper procedures for filing within 5 days (or 24 hours, if
an expedited determination is required, as described above)
after receiving the request. This notice may be providedypral
unless you or your representative requests written notification.

Concurrent Determinations

When an ongoing course of treatment has been approved for
you and you wish to extend the approval, you or your
representative must request a required concucmrdrage
determination at least 24 hours prior to the expiration of the
approved period of time or number of treatments. When you
or your representative requests such a determin&igna

will notify you or your representative of the determination
within 24 hours after receiving the request.

Postservice Determinations

When you or your representative requesteverage
determinatioror a claim payment determinatiafter services
have been rendere@jgnawill notify you or your

representative of the detrination within 30 days after

receiving the request. However, if more time is needed to
make a determination due to matters bey@nd g ncentvad
Cignawill notify you or your representative within 30 days
after receiving the request. This notice wiltiude the date a
determination can be expected, which will be no more than 45
days after receipt of the request.

If more time is needed because necessary information is
missing from the request, the notice will also specify what
information is needed, angu or your representative must
provide the specified information ©@ignawithin 45 days
after receiving the notice. The determination period will be
suspended on the daféggnasends such a notice of missing
information, and the determination periodlwdsume on the
date you or your representative responds to the notice.

Notice of Adverse Determination

Every notice of an adverse benefit determination will be
provided in writing or electronically, and will include all of

the following that pertain to éhdetermination: information
sufficient to identify the claim including, if applicable, the

date of service, provider and claim amount; diagnosis and
treatment codes, and their meanings; the specific reason or
reasons for the adverse determination inclggdihapplicable,

the denial code and its meaning and a description of any
standard that was used in the denial; reference to the specific
plan provisions on which the determination is based; a
description of any additional material or information necgssar
to perfect the claim and an explanation of why such material
or information is necessary;
procedures and the time limits applicable, including a
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statement of a cl aimant 6s
section 50%a) of ERISA following an adverse benefit
determination on appeal, (if applicable); upon request and free
of charge, a copy of any internal rule, guideline, protocol or
other similar criterion that was relied upon in making the
adverse determination regard your claim; and an

explanation of the scientific or clinical judgment for a
determination that is based on a Medical Necessity,
experimental treatment or other similar exclusion or limit; a
description of any available internal appeal and/or external
review process(es); information about any office of health
insurance consumer assistance or ombudsman available to
assist you with the appeal process; and in the case of a claim
involving urgent care, a description of the expedited review
process applicabl® such claim.

HC-FED104 01-19

Appointment of Authorized Representative

You may appoint an authorized representative to assist you in
submitting a claim or appealing a claim denial. However,
Cigna may require you to designate your authorized
representéfe in writing using a form gproved by Cigna. At

all times, the appointment of an authorized representative is
revocable by you. To ensure that a prior appointment remains
valid, Cigna may require you to-sgpoint your authorized
representative, from tira to time.

Cigna reserves the right to refuse to honor the appointment of
a representative if Cignha reasonably determines that:

1 the signature on an authorized representative form may not
be yours, or

1 the authorized representative may not have disclasgdut
all of the relevant facts and circumstances relating to the
overpayment or underpayment of any claim, including, for
example, that the billing practices of the provider of medical
services may have jeopardized your coverage through the
waiver of thecostsharing amounts that you are required to
pay under your plan.

If your designation of an authorized representative is revoked,
or Cigna does not honor your designation, you may appoint a
new authorized representative at any time, in writing, using a

form approved by Cigna.

HC-FED88 01-17

r i g Médicalt- Whén Yoo BHave a Compldint erah i o n

Appeal

For the purposes of this section, any reference to "gou"
"your" also refers to a representative or providesignated by
you to act on your behalf; unless othesavinoted.

We want you to be completelgtisfied with the servicegou
receive. That is why we have established a process for
addressing your concerns and solving your problems.

Start With Customer Service

We are here to listen and help. If you have a eomc

regarding a person, a service, the quality of care, contractual
benefits, or a rescission of coverage, you may call the toll
free number on your ID card, explanation of benefits, or
claim form and explain your concern to one of our Customer
Service repesentatives. You may also express that concern
in writing.

We will do our best to resolve the matter on your initial
contact. If we need more time to review or investigate your
concern, we will get back to you as soon as possible, but in
any case within@days. If you are not satisfied with the

results of a coverage decision, you may start the appeals
procedure.

Internal Appeals Procedure

To initiate an appeal of an adverse benefit determination, you
must submit a request for an appeal to Cigna withinde§@

of receipt of a denial notice. However, if Cigna reduces or
terminates coverage (except where the reduction or
termination is due to a plan amendment or termination) for an
ongoing course of treatment that Cigna previously approved,
then to initiatean appeal you must submit a request for an
appeal of that reduction or termination in coverage within 30
days of receipt of the denial notice. If you appeal timely a
reduction or termination in coverage for an ongoing course of
treatment that Cigna previsly approved, you will receive, as
required by applicable law, continued coveragedoey the
outcome of an appeal.

You should state the reason why you feel your appeal should
be approved and include any information supporting your
appeal. If you are unablor choose not to write, you may ask
Cigna to register your appeal by telephone. Call or write us at
the tolHfree number on your ID card, explanation of benefits,
or claim form.

Your appeal will be reviewed and the decision made by
someone not involvedhithe initial decision. Appeals
involving Medical Necessity or clinical appropriateness will
be considered by a health care professional.

We will respond in writing with a decision within 30 calendar
days after we receive an appeal for a required preseovic
concurrent care coverage determination or a postservice
Medical Necessity determination. We will respond within 60
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calendar days after we receive an appeal for any other
postservice coverage determination. If more time or
information is needed to makiee determination, we will
notify you in writing to request an extension of up to 15
calendar days and to specify any additional information
needed to complete the review.

In the event any new or additional information (evidence) is
considered, relied upoor generated by Cigna in connection
with the appeal, this information will be provided

automatically to you as soon as possible and sufficiently in
advance of the decision, so that you will have an opportunity
to respond. Also, if any new or additionationale is

considered by Cigna, Cigna will provide the rationale to you
as soon as possible and sufficiently in advance of the decision
so that you will have an opportunity to respond.

You may request that the appeal process be expedites if
time frames under this process would seriously jeopardize
your life, health or ability to regain maximum functionality or
in the opinion of youhealth care providexould cause you
severe pain which cannot be managed without the requested
services.

If you requesthat your appeal be expedited, you may also ask
for an expedited external Independent Review at the same
time, if the time to complete an expedited legak appeal

would be detrimental to your medical condition.

When an appeal is expedited, Cigna will s orally with a
decision within 72 hours, followed up in writing.

External Review Procedure

If you are not fully satisfied with the decision of Cigna's
internal appeal review and the appeal involves medical
judgment or a rescission of coverage, you neyuest that

your appeal be referred to an Independent Review
Organization (IRO). The IRO is composed of persons who are
not employed by Cigna, or any of its affiliates. A decision to
request an external review to an IRO will not affect the
claimant's righg to any other benefits under the plan.

There is no charge for you to initiate an external review. Cigna
and your benefit plan will abide by the decision of the IRO.

To request a review, you must notify the Appeals Coordinator
within 4 months of your recpgt of Cigna's appeal review

denial. Cigna will then forward the file to a randomly selected
IRO. The IRO will render an opinion within 45 days.

When requested, and if a delay would be detrimental to your
medical condition, as determined by Cigna's revieweif

your appeal concerns an admission, availability of care,
continued stay, or health care item or service for which you
received emergency services, but you have not yet been
discharged from a facility, the external review shall be
completed within Z hours.

Notice of Benefit Determination on Appeal

Every notice of a determination on appeal will be provided in
writing or electronically and, if an adverse determination, will
include: information sufficient to identify the claim including,

if applicable the date of service, provider and claim amount;
diagnosis and treatment codes, and their meanings; the
specific reason or reasons for the adverse determination
including, if applicable, the denial code and its meaning and a
description of any standardathwas used in the denial;

reference to the specific plan provisions on which the
determination is based; a statement that the claimant is entitled
to receive, upon request and free of charge, reasonable access
to and copies of all documents, records, atier Relevant
Information as defined below; a statement describing any
voluntary appeal procedures offered by the plan and the
claimantdéds right to bring an
502(a), if applicable; upon request and free of charge, a copy
of any irternal rule, guideline, protocol or other similar

criterion that was relied upon in making the adverse
determination regarding your appeal, and an explanation of the
scientific or clinical judgment for a determination that is based
on a Medical Necessitgxperimental treatment or other

similar exclusion or limit; and information about any office of
health insurance consumer assistance or ombudsman available
to assist you in the appeal process. A final notice of an adverse
determination will include a disegion of the decision.

You also have the right to bring a civil action ungeetion
502(a) of ERISA if you are not satisfied with the decision on
review. You or your plan may have other voluntary alternative
dispute resolution options such as Mediatione@vay to find

out what may be available is to contact your local U.S.
Department of Labor office and your State insurance
regulatory agency. You may also contact the Plan
Administrator.

Relevant Information

Relevantinformation is any document, recordasher
information which: was relied upon in making the benefit
determination; was submitted, cottesied or generated in the
course of making the benefit determination, without regard to
whether such document, record, or other information was
relied upon inmaking the benefit determination; demonstrates
compliance with thedministrative processes and safeguards
required by federal law in making the benefit determination;
or consitutes a statement of policy or guidance with respect to
the plan cacerning tke denied treatment option or benefit for
the claimant's diagnosis, without regard to whether such
advice or statement was relied upon in making the benefit
determiration.

Legal Action

If your plan is governed by ERISA, you have the right to bring
a civil ection under section 502(a) of ERISA if you are not
satisfied with the outcome of the Appeals Procedure. In most
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instances, you may not initiate a legal action against Cigna
until you have completed the appeal proceddesiever, no
action will be broughttaall unless brought within three years
after proof of claim is required under the Plan. However, no
action will be brought at all unless brought within 3 years after
a claim is submitted for HNetwork Services or within three
years after proof of clainsirequired under the Plan for Out
of-Network services.

HC-FED107 01-20

COBRA Continuation Rights Under Federal
Law

For You and Your Dependents
What is COBRA Continuation Coverage?

Under federal law, you and/or your Dependents must be given
the opporturtly to continue health insurance when there is a
Agual i fying evento that woul
the Plan. You and/or your Dependents will be permitted to
continue the same coverage under which you or your
Dependents were covered on the dafpbke the qualifying
eventec ur red, unless you move
area or the plan is no longer available. You and/or your
Dependents cannot change coverage options until the next
open enrollment period.

When is COBRA Continuation Available?

For you and your Dependents, COBRA continuation is
available for up to 18 months from the date of the following
qualifying events if the event would result in a loss of
coverage under the Plan:

1 your termination of employment for any reason, other than
gross misconduct; or

1 your reduction in work hours.

For your Dependents, COBRA continuation coverage is
available for up to 36 months from the date of the following
gualifying events if the event would result in a loss of
coverage under the Plan:

1 your death;
1 your divorce or legal separation; or

1 for a Dependent child, failure to continue to qualify as a
Dependent under the Plan.

Who is Entitled to COBRA Continuation?
Only a fAqualified
elect to continue health insurancoverage. A qualified
beneficiary may include the following individuals who were
covered by the Plan on the day the qualifying event occurred:
you, your spouse, and your Dependent children. Each

d

qualified beneficiary has their own right to elect or dezli
COBRA continuation coverage even if you decline or are not
eligible for COBRA continetion.

The following individuals are not qualified beneficiaries for
purposes of COBRAantinuation: domestic partners,
grandchildren (unless adopted by you), stepchildunless
adopted by you). Although these individuals do not have an
independent right to elect COBRA continuation coverage, if
you elect COBRA continuation coverage for yourself, you
may also cover your Dependents even if they are not
considered qualifid beneficiaries under COBRA. However,
such individual sd coverage
continuation coverage terminates. The sections titled
fiSecondary Qualifying EverisndfiMedicare Extension For
Your Dependentsare not gplicable to these dividuals.

Secondary Qualifying Events

If, as a result of your termination of employment or reduction
in work hours, your Dependent(s) have elected COBRA
continuation coveage and one or more Dependents experience
anpthes GPPRA apiafifying gvent the,affediDepgndentis)y e
may elect to extend their COBRAmmuation coverage for

an additional 18 months (7 months if the secondary event
occurs within the disability extension period) for a maximum

Wi

u

o uof 36 genths fiorg the injtipl gualdying eyvent, The sg

qualifying event must occur before the end of the initiﬁ%
months of COBRA continuation coverage or within the
disability extension period discussed below. Under no
circumstances will COBRA continuation coverage be
available for more than 36 months from théial qualifying
event. Secondary qualifying events are: your death; your
divorce or legal separation; or, for &iendent child, failure
to continue to qualify as a Dependent under the Plan.

Disability Extension

If, after electing COBRA continuation coaaye due to your
termiretion of employment or reduction in work hours, you or
one of your Dependents istdrmined by the Social Security
Administration (SSA) to be totally disabledder Title Il or

XVI of the SSA, you and all of your Dependents who have
elected COBRA continuation coverage may extend such
continuation for an additional 11 months, for a maximum of
29 months from the initial qualifying event.

To qualify for the disability extension, all of the following
requirements must be satisfied:

1 SSA must determine that the disability occurred prior to or
within 60 days after the disabled individual elected COBRA
continuation coverage; and

beneficiarye¢Adopysfthe @rfiténssAddetdritinafiof Mustb@drovidea W)

to the Plan Administrator within 60 calendar days after the
date the SSA determination is made AND before the end of
the initial 18month continuation period.
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If the SSA later determines that the individual is no longer
disabled, you must notifthe Plan Administratowithin 30

days after the date the final deténation is made by SSA.

The 1Etmonth disability extension will terminate for all

covered persons on the first day of the month that is more than
30 days after the date the SSA makes a final determination
that the disabled individual is no longer disabled.

All causes for ATerminat:i
below will also apply to the period of disability extension.

on

Medicare Extension for Your Dependents

When the qualifying event is your termination of employment
or reduction in work hours and you lagae enrolled in

Medicare (Part A, Part B or both) within the 18 months before
the qualifying event, COBRA continuation coverage for your
Dependents will last for up to 36 months after the date you
became enrolled in Medicare. Your COBRA continuation
coverage will last for up to 18 months from the date of your
termination of employment oeduction in work hours.

Termination of COBRA Continuation

COBRA continuation coverage will be terminated upon the
occurrence of any of the following:

1 the end of the COBRA&ontinuation period of 18, 29 or 36
months, as apable;

1 failure to pay the required premium within 30 calendar days
after the due date;

1 cancellationoft he Empl oyer és; policy

1 after electing COBRA continuation coverage, a qualified
beneficiaryenrolls in Medicare (Part A, Part B, or both);

1 after electing COBRA continuation coverage, a qualified
beneficiary becomes covered under another group health
plan, unless the qualified beneficiary has a condition for
which the new plan limits or excludesverage oder a pre
existing condition provision. In such case coverage will
coninue until the earliest othe end of the applicable
maximum period;the date the prexisting condition
provisionis no longer applicable; @ahe occurrence of an
event deeribed in one of the first three bullets above;

1 any reason the Plan would terminate coverage of a
participant or beneficiary who is not receiving continuation
covaage (e.g., fraud).

Moving Out of Employero6s
a Service Area
fyou and/ or your Dependents

service area or the Employer eliminates a service area in your
location, your COBRA continuation coverage under the plan
will be limited to outof-network coverage only. inetwork
coverageisnotaaiabl e out si de of the
area. If the Employer offers another benefit option through
Cigna or another carrier which can provide coverage in your

0f P EOBRAV I

location, you may elect COBRA continuation coverage under
that option.

Empl oyer 6 s MNaquireméntscati on R

Your Employer is required to provide you and/or your
Dependents with the following naotices:

1 An initial notification of COBRA continuation rights must
; i 0 a
coverage under %g) g\a?n lae\:{ic{;i#s cgtharaﬁ Hrg% bei:o?n%s){ e d
subject to COBRA continuation requirements, if later). If
you and/or your Dependents experience a qualifying event
before the end of that 9fay period, the initial notice must
be provided within the time frame required for the COBRA
continuation coverage election notice as explained below.

1 A COBRA continuation coverage election notice must be
provided to you and/or your Dependents within the
following timeframes:

1 if the Plan provides that COBRA continuation coverage
and the period witih which an Employer must notify the
Plan Administrator of a qualifying event starts upon the
loss of coverage, 44 days after loss ofezage under the
Plan;

1 if the Plan provides that COBRA continuation coverage

and the period within which an Employer mustify the

Plan Administrator of a qualifying event starts upon the

occurrence of a qualifying event, 44 days after the
ueHifyian i(—:-vent occurs; or

1 in the case o% e?r%ummployer plan, no later than 14 days
after the end of the period in which Employersast

provide notice of a qualifying event to the Plan
Administrator.

w

How to Elect COBRA Continuation Coverage

The COBRA coverage election notice will list the individuals
who are eligible for COBRA continuation coverage and

inform you of the applicable pmium. The notice will also
include instructions for electing COBRA continuation
coverage. You must notifyne Plan Administratoof your

election no later than the due date stated on the COBRA
election notice. If a written electiorotice is required, itnust

be postmarked no later than the due date stated on the
COBRA election notice. If you do not make proper

notification by the due date shown on the notice, you and your

S e r v Dependeits velldoseahe rightltoi eledt OQGBRA cominuatidn

coverage. If you rejecOBRA continuation coverage before

m & dle dgtg, you gy change yoyr Ripd ag Igng asyay

furnish a conpleted election form before the due date.

Each qualified beneficiary has an independent right to elect
COBRA continuation coverage. Continuation covenagsy
berelpdted fprenlytose, several voi for all Dependents who are
qualified beneficiaries. Parents may elect to continue coverage
on behalf of their Dependent children. You or your spouse
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may elect continuation coverage on behalf of all the qualified
bereficiaries. You are not required to elect COBRA
continuation coverage in order for your Dependents to elect
COBRA contination.

How Much Does COBRA Continuation Coverage Cost?

Each qualified beneficiary may be required to pay the entire
cost of continuatin coverage. The amount may not exceed
102% of the cost to the group health plan (including both
Employer and Employee contributions) for coverage of a
similarly situated active Employee or family membene
premium during the Xinonth disability extensiomay not
exceed 150% of the cost to the group health plan (including
both employer and employee contributions) for coverage of a
similarly situated active Employee or family member.

For examplelf the Employee alone elects COBRA
continuation coverage, thiemployee will be charged 102%
(or 150%)of the active Employee premium. If the spouse or
one Dependent child alone elects COBRA continuation
coverage, they will be charged 10286 150%)of the active
Employee premium. If more than one qualified beneficia
elects COBRA continuation coverage, they will be charged
102%(or 150%)of the applicable family gmium.

When and How to Pay COBRA Premiums
First payment for COBRA continuation

If you elect COBRA continuation coverage, you do not have
to send any paynme with the election form. However, you
must make your first payment no later than 45 calendar days
after the date of your election. (This is the date the Election
Notice is postmarked, if mailed.) If you do not make your first
payment within that 45 daygou will lose all COBRA
continuation rights under the Plan.

Subsequent payments

After you make your first payment for COBRA continuation
coverage, you will be required to make subsequent payments
of the required premium for each additionanthof

covergie. Payment is due dhe first day of each montkf

you make a payment on or before its due date, your coverage
under the Plan will continue for that coverage periodhauit

any break.

Grace periods for subsequent payments

Although subsequent payments @ue bythe first day of the
month you will be given a grace period of 30 days after the
first day of the coverage period to make eawnthly

payment. Your COBRA continuation coverage will be

provided for each coverage period as long as payment for that
coverage period is made before the end of the grace period for
that payment. However, if your payment is received after the
due date, your coverageder the Plan may be suspended
during this time. Any providers who contact the Plan to

confirm coverage ding this time may be informed that

coverage has been suspended. If payment is received before
the end of the grace period, your coverage will be reinstated
back to the beginning of the coverage period. This means that
any claim you submit for benefits ilaiyour coverage is
suspended may be denied and may have to be resubmitted
once your coverage is reinstated. If you fail to make a
payment before the end of the grace period for that coverage
period, you will lose all rights to COBRA continuation
coveragaunder the Plan.

You Must Give Notice of Certain Qualifying Events

If you or your Dependent(s) experience one of the following
qualifying events, you must notifhe Plan Administrator

within 30 calendar days after the later of the date the
qualifying evenibccurs or the date coverage would cease as a
result of the qualifying event:

1 Your divorce or legal separation; or
1 Your child ceases to qualify as a Dependent under the Plan.
1 The occurrence of a secondary qualifying event as discussed

under ASecddnydanrgy EQueanlt sd abov
must be received prior to the end of the initial 4829
month COBRA period).

(Al so refer to the section ti

additional notice requirements.)

Notice must be made in writing and must inclutthe: name of

the Plan, name and address of the Employee covered under the
Plan, name and address(es) of the qualified beneficiaries
affected by the qualifying event; the qualifying event; the date
the qualifying event occurred; and supportinguoentation

(e.g., divorce decree, birth certificate, disability detestndm,

etc.).

Newly Acquired Dependents

If you acquire a new Dependent through marriage, birth,
adoption or placement for adoption while your coverage is
being continued, you may cover such Begent under your
COBRA continuation cowage.However, only your newborn
or adopted Dependent child is a qualified beneficiary and may
continue COBRA continuation coverage for the remainder of
the coverage period following your early termination of
COBRA coverage or due to a secondary qualifying event.
COBRA coverage for your Dependent spouse and any
Dependent children who are not your children (e.g.,
stepchildren or grandchildren) will cease on the date your
COBRA coverage ceases and they are not elifiivla
secondary qualifying event.

COBRA Contii
Bankruptcy

If you are covered as a retiree, and a proceeding in bankruptcy
is filed with respect to the Employer under Title 11 of the
United States Code, you may bditted to COBRA

continuation coverage. If the bankruptcy results in a loss of

nuation for Retire
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coverage for you, your Dependents or your surviving spouse
within one year before or after such proceeding, you and your
covered Dependents will become COBRA qualified
beneficiares with respect to the bankruptcy. You will be
entitled to COBRA continuation coverage until your death.
Your surviving spouse and covered Dependent children will
be entitled to COBRA continuation coverage for up to 36
months following your death. HoweyeEOBRA contination
coverage will cease upon the occurrence of any of the events
' isted under ATermination of

Interaction With Other Continuation Benefits

You may be eligible for other continuation benefits under state
law. Refe to the Termination section for any other
continuation benefits.

HC-FED66M 07-14

Definitions
Active Service
You will be considered in Active Service:

1 on any of your Employer's scheduled work days if you are
performing the regular duties of your work that day
either at your Employer's place of business or at some
location to which you are required to travel for your
Employer's business.

1 on a day which is not one of your Employer's scheduled
work days if you were in Active Service on the preceding
scheluled work day.

HC-DFS1095M 12-17

Bed and Board

The term Bed and Board includes all charges made by a
Hospital on its own behalf for room and meals and for all

general services and activities needed for the care of registered

bed patients.

HC-DFS2 04-10

V2

Biologic

A virus, therapeutic serum, toxin, antitoxin, vaccine, blood,
blood component or derivative, allergenic product, protein
(except any chemically synthesized polypeptide), or analogous
product, or arsphenamine or derivative of arsphenamine (o
any other trivalent organic arsenic compound), used for the

prevention, treatment, or cure of a disease or condition of
human beings, as defined under Section 351(i) of the Public
Health Service Act (42 USC 262(i)) (as amended by the
Biologics Price Comgtition and Innovation Act of 2009, title
VIl of the Patient Protection and Affordable Care Act, Pub. L.
No. 111148, § 7002 (2010), aras may be amended
thereafter).

COHERA Continuationd abovi®®

Biosimilar

A Biologic that is highly similar to the reference Biologic
product notwithstanding minor differences in clinically
inactive components, and has no clinically meaningful
differences from the reference Biologic in terms of its safety,
purity, and potency, as defined under Section 351(i) of the
Public Health Servicéct (42 USC 262(i)) (as amended by
the Biologics Price Competition and Innovation Act of 2009,
title VII of the Patient Protection and Affordable Care Act,
Pub. L. No. 114148, § 7002 (2010), and as may be amended
thereafter).

HC-DFS841 1016

Brand Drug

A Prescription Drug Product that Cigna identifies as a Brand
Drug product across its boak-business, principally based on
available data resources, including, but not limited to, First
DataBank or another nationally recognized drug indicator
source, thiclassify drugs or Biologics as either brand or
generic based on a number of factors. Not all products
identified as a "brand name" by the manufacturer, Pharmacy,
or your Physician may be classified as a Brand Drug under the
plan.

HC-DFS8&12 10-16
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Business Decision Team

A committee comprised of voting and reating
representatives across various Cigna business units such as
clinical, medical and business leadership that is duly
authorized by Cigna to make decisions regarding coverage
treatment oPrescrption Drug Products or Medical
Pharmaceuticalsased on clinical findings provided by the
P&T Committee, including, but not limited to, decisions
regarding tier placement and application of utilization
management tBrescription Drug Products or Medical
Pharmaceuticals.

HC-DFS843 10-16

Charges

The term chargeseans the actual billed charges; except
whenCigna has contracted directly or indirectly for a different
amount including where Cigna has directly or indirectly
contracted with an entity to arranfge the provision of

services and/or gplies through contracts with providers of
such services and/or supplies.

HC-DFS1193 01-19

Chiropractic Care

The term Chiropractic Care means the conservative
management of neuromusculoskeletal conditions through
manipulation and ancillary physiological treatment rendered to
specific joints to restore motion, reduce pain and improve
function.

04-10
Vi

HC-DFS55

Cigna Home Delivery Pharmacy

A home delivery Network Pharmacy owned and operated by
licensed Pharmacy fdfates of Cigha Health and Life
Insurance Company.

HC-DFS&4 10-16

Custodial Services

Any services that are of a sheltering, protective, or
safeguarding nature. Such services may include a stay in an
institutional setting, ahome care, or nursing séces to care

for someone because of age or mental or physical condition.
This service primarily helps the person in daily living.

Custodial care also can provide medical services, given mainly
to maintain the personds surrtr
cannot be intended to greatly improve a medical condition;

they are intended to provide care while the patient cannot care
for himself or herself. Custodial Services include but are not
limited to:

1 Services related to watching or protecting a person;

1 Sewices related to performing or assisting a person in
performing any activities of daily living, such as: walking,
grooming, bathing, dressing, getting in or out of bed,
toileting, eating, preparing foods, or taking medications that
can be self administerednd

1 Services not required to be performed by trained or skilled
medical or paramedical personnel.

HC-DFS4 04-10

Vi

Dependent

Dependents are:

1 your lawful spouse; and

1 any child of yours who is
1 less than 26 years old.

1 26 or more years old, unmarried, gmimarily supported
by you and incapable of sedfistaining employment by
reason of mental or physical disability which arpser
to his or her 26th birthday

Proof of the child's condition and dependence may be
required to be submitted to the plan wit31 days after
the date the child ceases to qualify above. From time to
time, but not more frequently than once a year, the plan
may require proof of the continuation of such condition
and dependence.

The term child means a child born to you or a clelghlly
adopted by yoult also includes a stepchild or a child for
whom you are the legal guardian.

Benefits for a Dependent child will continue until the last day
of the calendar month in which the limiting age is reached.

Anyone who is eligible as ameiployee will not be considered

as a Dependent spouse. A child under age 26 may be covered

as either an Employee or as a Dependent child. You cannot be
covered as an Employee while also covered as a Dependent of
an Employee.

No one may be considered as ependent of more than one
Employee.

HC-DFS872M 10-16
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Designated Pharmacy

A Network Pharmacy that has entered into an agreement with
Cigna, or with an entity cont
provide Prescription Drug Products or services, including,
without limitation, specific Prescription Drug Products, to plan
enrollees on a preferred or exclusive basis. For example, a
Designated Pharmacy may provide enrollees certain Specialty
Prescription Drug Products that have limited distribution
availability,prvr i de enr ol |l ees with
of Prescription Drug Products or provide enrollees with
Prescription Drug Products on a preferred cost share basis.
The fact that a Pharmacy is a Network Pharmacy does not
mean that it is a Designated Pharmacy.

an

HC-DFS815 10-16

Emergency Medical Condition

Emergency medical conditianeans a medical condition

which manifests itself by acute symptoms of sufficient
severity (including severe pain) such that a prudent layperson,
who possesses an average knowleddeeafth and medicine,
could reasonably expect the absence of immediatkcaie
attention to result iplacing the health of the individual (or,

with respect to a pregnant woman, the health of the woman or
her unborrchild) in serious jeoparderious impament to

bodily functions; orserious dysfunction of any bodily organ or
part.

HC-DFS394 11-10

Emergency Services

Emergency servicameans, with respect to an emergency
medical conditiona medical screening examination that is
within the capability ofthe emergency department of a
hospital, including ancillary services routinely available to the
emergency department to evaluate themyancy medical
condition; andsuch further medical examination and
treatment, to the extent they are within the capidsliof the
staff and facilities available at the hospital, to stabilize the
patient.

HC-DFS393 11-10

Employee

The term Employee means a ftithe or parttime employee

of the Emiplaygr whoris ci@renglynireAttive Sergide.alhefterm t o
does not include emploge who are temporary or who

normally work less thaB0 hours a week for the Employer.

HC-DFS1094M 12-17

extended
Employer
The term Employer means the plan sponsoriasliring the

benefits described in this booklet, on whose behalf Cigna is
providing claim adrimistration services.

daysoé supply

HC-DFS8 04-10

Vi

Essential Health Benefits

Essential health benefits means, to the extent covered under
the plan, expenses incurred with respect to covered services, in
at least the following categories: ambulatory patient seryices
emergency services, hospitalization, maternity and newborn
care, mental health and substance use disorder services,
including behavioral health treatment, prescription drugs,
rehabilitative and habilitative services and devices, laboratory
services, preantive and wellness services and chronic disease
management and pediatric services, including oral and vision
care.

HC-DFS411 01-11
Expense Incurred

An expense is incurred when the service or the supply for
which it is incurred is provided.

HC-DFS10 04-10

\%A

Free-Standing Surgical Facility

The term Freestanding Surgical Facility means an institution
which meets all of the following requirements:

1 it has a medical staff of Physicians, Nurses and licensed
anesthesiologists;

1 it maintains at least two ogging rooms and one recovery
room;

it maintains diagnostic laboratory anday facilities;
1 it has equipment for emergency care;
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1 it has a blood supply;
1 it maintains medical records;

1 it has agreements with Hospitals for immediate acceptance
of patients whaneed Hospital Confinement on an inpatient
basis; and

1 itis licensed in accordance with the laws of the appropriate
legally authorized agency.

HC-DFS11 04-10

V1

Generic Drug

A Prescription Drug Product that Cigna identifies as a Generic
Drug product at dook-of-business level principally based on
available data resources, including, but not limited to, First
DataBank or another nationally recognized drug indicator
source, that classify drugs or Biologics (including Biosimilars)
as either brand or genebiased on a number of factors. Not
all products identified as a
Pharmacy or your Physician may be classified as a Generic
Drug under the plan. A Biosimilar may be classified as a
Generic Drug for the purposes of benefits urttle plan even

if it is identified as a
Pharmacy or your Physician.

HC-DFS&16 10-16

Hospice Care Program
The term Hospice Care Program means:

1 a coordinated, interdisciplinary program to meet the
physical, psycholdgal, spiritual and social needs of dying
persons and their families;

1 a program that provides palliative and supportive medical,
nursing and other health services through home or inpatient
care during the illness;

1 a program for persons who have a Termltiaéss and for
the families of those persons.

HC-DFS51 04-10

Vi

ibr a

Hospice Care Services

The term Hospice Care Services mgany services provided
by: a Hospitala Skilled Nursing Facility or a similar
institution,a Home Health Care Agew, a Hospice &cility,

or any other licensed facility or agency under a Hospice Care
Program.

HC-DFS52 04-10

Vi

Hospice Facility

The term Hospice Facility means an institution or part of it
which:

1 primarily provides care for Terminally Ill patients;

1 is accredited bthe National Hospice Organization;

1 meets standards establisheddigng and

1 fulfills any licensing requirements of the state or locality in

AYERIEOPEAlY by the manufacturer
HC-DFS53 04-10

Vi
nd named drug by the manufact
Hospital

The term Hospital means:

1 an institution liensed as a hospital, igh: maintains, on
the premises, all facilities necessary for medical and
surgical treanent;provides such treatment on an inpatient
basis, for compensation, under the sujzton of
Physicians; angrovides 24hour service by Registered
Graduate Nurses;

1 an institution which qualifies as a hospital, or a tuberculosis
hospital, and a provider of services under Medicare, if such
institution is accredited as a hospital by the Joint
Commission on the Accreditation of Healthcare
Organizations; or

1 an institutionwhich: is licensed in accordance with the laws
of the appropriate legally authorized agency.

The term Hospital will not include an institution which is
primarily a place for rest, a place for the aged, or a nursing
home.

HC-DFS306 M 12-15
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Hospital Confinement or Confined in a Hospital Maximum Reimbursable Charge- Medical

A person will be considered Confined in a Hospital if he is: The Maximum Reimbursable Charge for covered services for

1 aregistered bed patient in a Hospital upon the Open Access Plus is determined based on the lesser of:
recommendation of a Physician; fthe providerdés nor mal charge

1 receiving treatment favlental Health an®ubstancé&Jse or
DisorderServices in &ental Health orSubstancé&Jse 1 a policyholderselected percentage of a fee schedule Cigna
DisorderResidential Treatment Center. has developed that lmsed upon a methodology similar to a

methodology utilized by Medicare to determine the
allowable fee for the same or similar service within the

HCDRSS07 1215 geographic market.

_ The percentage used to determine the Maximum Reimbursable

Injury Charge is listed in The Schedule.

The term Injury means an accidental bodily injury. In some cases, a Medicare based schedule will not be used and
the Maximum Reimbursable Charge for covered services is
determined based on the lesser of:

HC-DFS12 04-10

Vi fthe providerdés nor mal charge
or

Maintenance Drug Product 1 the 80th percentile of charges madepboviders of such

service or supply in the geographic area where it is received
as compiled in a database selected by Cigna. If sufficient
charge data is unavailable in the database for that

A Prescription Drug Product that is prescribed for use over an
exterded period of time for the treatment of chronic or long

term conditions such as asthma, hypertension, diabetes and geographic area to determine the Maximum Reimbursable

heart disease, and is identified principally based on Charge, hen data in the database for similar services may
consideration of available data resources, including, but not be used.

limited to, First DataBakor another nationally recognized i i ) i

drug indicator source and clinical factors. For the purposes of | n€ Maximum Reimbursable Charge is subject to all other
benefits, the Ilist of your pl 2epe§tdmitgigns and applicaple coding ang @Y”lﬁrﬂt oduct
does not include compounded medications, Specialty methodologies determined by Cigna. Additional information
Prescription Drug Products or Prescription §Rroducts, about how Cigna determinesstMaximum Reimbursable

such as certain narcotitisat a Pharmacy cannot dispense Charge is available upon request.
above certain supply limits per Prescription Drug Order or
Refill under applicable federal or state law. You may
determine whether a drug is a Maintenance Medication by
calling member gwices at the telephone number on your ID
card. Medicaid

The term Medicaid means a state program of medical aid for
needy persons established under Title XIX of the Social
Security Act of 1965 as amended.

HC-DFS1365 06-19

HC-DFS&47 10-16

Maintenance Treatment

) HC-DFS16 04-10
The term Maintenance Treatment means: Vi
1 treatment rendered to keep or maintain the patient'erdu
status. Medical Pharmaceutical
An FDA-approved prescription pharmaceutical product,
HC-DFS56 0410 including a Specialty Prescription Drug Product, typically
3 required to be administered in connection with a covered

service by a Physician or other health qavider within the
smpe of theprovider's license. This definition includes certain
pharmaceutical products whose administration may initially or
typically require Physician oversight but may be-self
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administered under certain conditions specified in the
product 6s g.FhsAlefihiteoribdeds notinclude any
charges for mobile, webased or other electronic applications
or software, even if approved for marketing as a prescription
product by the FDA.

HC-DFS&48 10-16

Medically Necessary/Medical Necessity

Health care seices, supplies and medications provided for

the purpose of preventing, evaluating, diagnosing or treating a
Sickness, Injury, condition, disease or its symptoms, that are
all of the following as determined by a Medical Director or
Review Organization:

1 required to diagnose or treat an iliness, Injury, disease or its
symptoms;

1 in accordance with generally accepted standards of medical
practice;

1 clinically appropriate in terms of type, frequency, extent,
site and duration;

1 not primarily for the convenience tife patient, Physician
or other health care provider;

1 not more costly than an alternative service(s), medication(s)
or supply(ies) that is at least as likely to produce equivalent
therapeutic or diagnostic results with the same safety profile
as to the mvention, evaluation, diagnosis or treatment of
your Sickness, Injury, condition, disease or its symptoms;
and

1 rendered in the least intensive setting that is appropriate for
the delivery of the servicesupplies or medicationg/here
applicable, the Medal Director or Review Organization
may compare the cosffectiveness of alternative services,
supplies, medications or settings when determining least
intensive setting.

In determining whether health care services, supplies, or
medications are MedicallMecessary, the Medical Director or
Review Organization may rely on the clinical coverage
policies maintained by Ciw or the Review Organization.
Clinical coverage policies may incorporate, without limitation
and as applicable, criteria relating to U.So&@nd Drug
Administrationapproved labeling, the standard medical
reference compendia and peeviewed, evidencbased
scientific literature or guidelines.

HC-DFS1195 01-19

Medicare

The term Medicare means the program of medical care
benefits providedinder Title XVIII of the Social Security Act
of 1965 as amended.

HC-DFS17 04-10

Vi

Necessary Services and Supplies

The term Necessary Services and Supplies includes any
charges, except charges for Bed and Board, made by a
Hospital on its own behalf fanedical services and supplies
actually used during Hospital Confinement, any charges, by
whomever made, for licensed ambulance service to or from
the nearest Hospital where the needed medical care and
treatment can be provided; and any charges, by whomever
made, for the administration of anesthetics during Hospital
Confinement.

The term Necessary Services and Supplies will not include
any charges for special nursing fees, dental fees oicaled
fees.

HC-DFS21 04-10

V1

Network Pharmacy
A retail or home dlivery Pharmacy that has

1 entered into an agreement with Cigna or an entity
contracting on Cigna's behalf to provide Prescription Drug
Products to plan enrollees.

1 agreed to accept specified reimbursement rates for
dispenng Prescription Drug Products.

1 been designated as a Network Pharmacy for the purposes of
coverage underplayour Empl oyer

This term may also include, as applicable, an entity that has
directly or indirectly contracted with Cigna to arrange for the
provision of any Prescription Drug étducts the charges for
which are Covered Expenses.

HC-DFS1198 01-19

New Prescription Drug Product

A Prescription Drug Product, or new use or dosage form of a
previously FDAapproved Prescription Drug Product, for the
period of time starting on the dateetPrescription Drug
Product or newhapproved use or dosage form becomes
available on the market following approval by the U.S. Food
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and Drug Administration (FDA) and ending on the date
Cigna's Business Decision Team makes a Prescription Drug
List coverag status decision.

HC-DFS850 10-16

Non-PPACA Preventive Medication

Prescription Drug Products taken by a person who has
developed risk factors for a disease that has not yet manifested
itself or not yet become clinically apparent, or to prevent the
reocairrence of a disease from which a person has recovered.
However, this does not include any drugs or medications used
to treat an existing illness, Injury or conditidrhe term Non
PPACA Preventive Medication does not include medications
covered at 100% agquired by PPACA, the terms of

coverage for which are addressed separately in this plan.

HC-DFS864 10-16

Nurse

The term Nurse means a Registered Graduate Nurse, a
Licensed Practical Nurse or a Licensed Vocational Nurse who
has the right to use the abbration "R.N.," "L.P.N." or

"L.V.N."

HC-DFS22 0410

A%

Other Health Care Facility/Other Health Professional

The term Other Health Care Facility means a facility other
than a Hospital or hospice facility. Examples of Other Health
Care Facilities includebut are not limited to, licensed skilled
nursing facilities, rehabilitation Hospitals and subacute
facilities. The term Other Health Professional means an
individual other than a Physician who is licensed or otherwise
authorized under the applicable st&w to deliver medical
services and supplies. Other Health Professionals include, but
are not limited to physical therapists, registered nurses and
licensed practical nurse®ther Health Professionals do not
include providers such as Certified First &sants, Certified
Operating RoonTechnicians, Certified Surgical
Assistants/Technicians, Licensed Certified Surgical
Assistants/Technicians, Licensed Surgical Assistants,
Orthopedic Physician Assistants and Surgical First Assistants.

HC-DFS23 04-10

Vi

Participating Provider

The term Participating Provider meaamgerson or entity that
has a direct or indirect contractuatangement with Cigna to
provide covered services and/or supplies,Gharges for

which are Covered Expenses. It includes an etitiy has
directly or indirectly contracted with Cigna to arrange, through
contracts with providers of services and/or supplies, for the
provision of any services and/or supplies, @marges for

which are Covered Expenses.

HC-DFS1194 01-19

Patient Protedion and Affordable Care Act of 2010
(APPACAO)

Patient Protection and Affordable Care Act of 2010 means the
Patient Protection and Affordable Care Act of 2010 (Public
Law 111148) as amended by the Health Care and Education
Reconciliation Act of 2010 (Puisl Law 111£152)

HC-DFS412 01-11

Pharmacy

A duly licensed Pharmacy that dispenses Prescription Drug
Products in a retail setting or via home delivery. A home
delivery Pharmacy is a Pharmacy that primarily provides
Prescription Drug Products through maitier.

HC-DFS851 10-16

Pharmacy & Therapeutics (P&T) Committee

A committee comprised of both voting and maating Cigna
employed clinicians, Medical Directors and Pharmacy
Directors and noemployees such as Participating Providers
that represent a raa@f clinical specialties. The committee
regularly reviewsvViedical Pharmaceuticals or Prescription
Drug Products, including New Prescription Drug Produats,
safety and efficacy, the findings of which clinical reviews
inform coverage status decisions radxy the Business
Decision Team. The P&T Commit
on consideration of, without limitation, U.S. Food and Drug
Administratiorapproved labeling, standard medical reference
compendia, or scientific studies published in pesiewed
English-language biemedical journals.

HC-DFS852 10-16
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Physician

The term Physician means a licensed medical practitioner who
is practicing within the scope of his license and who is
licensed to prescribe and administer drugs or to perform
surgery. It willalso include any other licensed medical
practitioner whose services are required to be covered by law
in the locality where the policy is issued if he is:

1 operating within the scope of his license; and

1 performing a service for which benefits are provideder
this plan when performed by a Physician.

04-10
V1

HC-DFS25

Prescription Drug Charge

The amount Cigna charges to the Plan, including the
applicable dispensing fee and any applicable sales tax and
prior to application of any Deductible, or Coinsuran

amounts, for a Prescription Drug Product dispensed at a
Network Pharmacy. Cigna may pay a Network Pharmacy a
different amount for a Prescription Drug Product than the Plan
pays to Cigna. You are not entitled to the difference between
the rate Cigna chges to the Plan and the rate Cigna pays to
the Pharmacy for a Prescription Drug Product. For the
purposes of Prescription
the entity or business unit responsible for funding benefits in
accordance with the terms and daions outlined in this
booklet/certificate.

01-19
Vim

HC-DFS1320

Prescription Drug List

A list that categorizes drugs, Biologics (including Biosimilars)
or other products covered under thea n 6 s
Benefits that have been approvedthyU.S. Food and Drug
Administration(FDA) into coverage tiersthis list is
developed by Cigna's Business Decision Team based on
clinical factors communicated by the P&T Committee, and
adopted by your Employer as part of ghen. The list is
subject togperiodic review and change, and is subject to the
limitations and exclusions of thgan. You may determine to
which tier a particular Prescription Drug Product has been
assigned through the website shown on your ID card or by
calling customer service did telephone number on your 1D
card Tthe Prescription Drug List is updated on Janudrgnd
July 7

HC-DFS854M 10-16

Drug

Prescription

Prescription Drug Product

A drug, Biologic (including a Biosimilar), or other product
that has been approved by the U.S. Food and Dru
Administration (FDA), certain products approved under the
Drug Efficacy Study Implementation review, or products
marketed prior to 1938 and not subject to review and that can,
under federal or state law, be dispensed only pursuant to a
Prescription Ordeor Refill. A Prescription Drug Product
includes a drug, Biologic or product that, due to its
characteristics, is approved by the FDA for salfninistration
or administration by a neskilled caregiver. For the purpose
of benefits under thplan, this deihition also includes:

1 The following diabetic supplies: alcohol pads, swabs, wipes,
Glucagon/Glucagen, injection aids, insulin pump
accessories (but excluding insulin pumps), needles
including pen needles, syringes, test strips, lancets, urine
glucose andketone strips;

1 Needles and syringes for seliministered medications or
Bi ol ogics covered under the
benefit; and

1 Inhaler assistance devices and accessories, peak flow
meters.

This definition does not include any charges for molieh-
based or other electronic applications or software, even if

apBroved for marketing as a prescription product by the FDA.
enefit payments, the dfdPI

HC-DFS855 10-16

Prescription Order or Refill

The lawful directive to dispense a Prescription Drug Product
issued by a Physiciamhose scope of practice permits issuing
such a directive.

HC-DFS856 10-16

Drug

Preventive Care Medications

The Prescription Drug Products or other medications
(including overthe-counter medicationsiesignated as
payable bytheplan at 100% of the cost (Mibut application of
any Deductible, Copayment or Coinsurance) as required by
applicable law under any of the following:

1 Evidencebased items or services that have in effect a rating
of "A" or "B" in the current recommendations of the United
States Preventé Services Task Force.

T With respect to infants, children and adolescents, evidence
informed preventive care and screenings provided for in the
comprehensive guidelines supported by the Health
Resources and Services Administration.
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1 With respect to womenush additional preventive care and
screenings as provided for in comprehensive guidelines
supported by the Health Resources and Services
Administration.

A written prescription is required to process a claim for a
Preventive Care Medication. You may detarenivhether a
drug is a Preventive Care Medication throughittiernet
website shown on your ID cadt by calling member services
at the telephone number on your ID card.

HC-DFS857 1016

Preventive Treatment

The term Preventive Treatment means treatmendered to
prevent disease or its recurrence.

HC-DFS57 04-10

Vi

Primary Care Physician

The term Primary Care Physician means a Physician who
gualifies as a Participating Provider in general practice,
internal medicine, family practice OB/GYN or pedies; and

who has been voluntarily selected by you and is contracted as
a Primary Care Physician with, as authorized by Cigna, to
provide or arrange for medical care f@u or any of your

insured Dependents.

HC-DFS40 04-10

Vi

Psychologist

The term Psghologist means a person who is licensed or
certified as a clinical psychologist. Where no licensure or
certification exists, the term Psychologist means a person who
is considered qualified as a clinical psychologist by a
recognized psychological assa@a. It will also includeany

other licensed counseling practitioner whose services are
required to be covered by law in the locality where the policy
is issued if he iperating withinle scope of his license and
performing a service for which benefdse provided under

this plan when performed by a R&plogist.

HC-DFS26 04-10

Vi

Review Organization

The term Review Organization refers to an affiliat€afna

or another entity to whicignahas delegated responsibility

for performing utilization reiew services. The Review
Organization is an organization with a staff of clinicians which
may include Physicians, Registered Graduate Nurses, licensed
mental health and substanese disordeprofessionals, and

other trained staff members who performimétion review
services.

HC-DFS808 1215

Sicknessi For Medical Insurance

The term Sickness means a physical or mental illness. It also
includes pregnancy. Expenses incurred for routine Hospital
and pediatric care of a newborn child prior to dischargenfr

the Hospital nursery will be considered to be incurred as a
result of Sickness.

HC-DFS50 04-10

V1

Skilled Nursing Facility

The term Skilled Nursing Facility means a licensed institution
(other than a Hospital, as defined) which specializes in:

1 physial rehabilitation on an inpatient basis; or
1 skilled nursing and medical care on an inpatient basis;

butonly if that institution:maintains on the premises all
facilities necesary for medical treatmentrovides such
treatment, for compensation, under shgervision of
Physicians; angrovides Nurses' services.

HC-DFS31 04-10

\%A

Specialist

The term Specialist means a Physician who provides
specialized services, and is not engaged in general practice,
family practice, internal medicine, obstetrics/gyolegy or
pediatrics.

HC-DFS33 04-10

\%A
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Specialty Prescription Drug Product

A Prescription Drug Productr Medical Pharmaceutical
considered by Cigna to be a Specialty Prescription Drug
Product based on consideration of the following factors,
subject taapplicable law: whether tHerescription Drug

Product or Medical Pharmaceutiégalprescribed and used for
the treatment o complex, chronic or rare condition; whether
the Prescription Drug Product or Medical Pharmaceutiea

a high acquisition costna, whether th&rescription Drug
Product or Medical Pharmaceutiéglsubject to limited or
restricted distribution, requires special handling and/or
requires enhanced patient education, provider coordination or
clinical oversight. A Specialty Prescriptidrug Product may
not possess all or most of the foregoing characteristics, and the

presence of any one such characteristic does not guarantee that

aPrescription Drug Product or Medical Pharmaceutigil

be considered a Specialty Prescription Drug BebdSpecialty
Prescription Drug Products may vary figin benefit

assignment based on factors such as method or site of clinical
administrationor by tier assignmertr utilization

management requirements based on factors such as acquisition
cost. You my determine whether a medication is a Specialty
Prescription Drug Product through tivebsite shown on your

ID cardor by calling member services at the telephone

number on your ID card.

HC-DFS858 1016

Stabilize

Stabilize means, with respect to an ersay medical
condition, to provide such medical treatment of the condition
as may be necessary to assure, within reasonable medical
probability that no material deterioration of the condition is
likely to result from or occur during the transfer of the
individual from a facility.

HC-DFS413 01-11

Terminal lliness

A Terminal lliness will be considered to exist if a person
becomes terminally ill with a prognosis of six months or less
to live, as diagnosed by a Physician.

HC-DFS54 04-10

Vi

Therapeutic Alternative

A Prescription Drug Product or Medical Pharmaceuticat is
of the same therapeutic or pharmacological class, and usually

can be expected to have similar outcomes and adverse reaction
profiles when administered in therapeutically equivalent doses
as, anothePrescription Drug Product, Medical

Pharmaceuticadr overthe-counter medication.

HC-DFS859 10-16

Therapeutic Equivalent

A Prescription Drug Product or Medical Pharmaceuticat is
a pharmaceutical equivalentanotherPrescription Drug
Product, Medical Pharmaceutioal overthe-counter
medication.

HC-DFS860 1016

Urgent Care

Urgent Care is medical, surgical, Hospital or related health
care services and testing which are not Emergency Services,
but which are determined I83igna in accadance with

generally accepted medical standards, to have been necessary
to treat a condition requiring prompt medical attention. This
does not include care that could have been foreseen before
leaving the immediate area where you ordinarily receive
and/orwere scheduled to receive services. Such care includes,
but is not limited to, dialysis, scheduled medical treatments or
therapy, or care received after a Physician's recommendation
that the insured should not travel due to any medical
condition.

HC-DFS3% 04-10

Vi

Usual and Customary (U&C) Charge

The usual fee that a Pharmacy charges individuals for a
Prescription Drug Product (and any services related to the
dispensing thereof) without reference to reimbursement to the
Pharmacy by third parties. The lid and Customary (U&C)
Charge includes a dispensing fand any applicable sales tax.

HC-DFS861 10-16
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The following pages describe the features of yogn&Choice Fund Health Savings AccounBlease read
them caefully.
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include laser vision correction, acupuncture, chiropractic care,

What You Should Know About Cigna weight loss programs, fithess club and equéptrdiscounts,

. . . and more.
Choice Fund® i Health Savings Account The Basics
Cigna Choice Fund is asigned to give you: Who is eligible?
Control You are eligible to open a Health Savings Account only if you
You decide how much youdd I i kearedoveredundertafeteballytqsalifiédhigh dedactibiethehenr a
limits) to your Health Savings Account. You decide how and plan, such as the one described in this booklet: cannot be
when to access your @munt. And the money in the account is covered by Mediare or any other individual or group health
yours until you spend it. Unused dollars remain in your plan that is not a fierally qualified high deductible health
account from year to year and earn interest. plan. You can no longer contribute to the HSA once you:
Choice become entitled to Medicare due to age; or are no longer

covered under a high deductible hballan. However, you
will still be able to use the HSA funds for qualifibdalth care
expenses.

You have the freedom to choose aitghsed doctogven
those who do not participate withCigna Your costsare
lower for services from i@nacontractechealth care
professionals and facilities because they have agreed to accept How does it work?

discounted payments to help you make the most of your health The Health Savings Account combireesealth care plawith

care dollars. atax-freesavings account.

Easy Access to your HSA Dollars 1.You, your employer or both may contribute to your
You can draw money directfyom your health savings account. Contributions are tafree up to federal limits.
account usingour HSAdebit cardcheckbookif purchased) 2.You choose how to pay for qualifiechealth care

or online bill pay Or, you may choose automatic claim expenses:

forwarding, which allows qualified medical claintspay

. ! You may payfor qualified expensesn your own using a
directly from your account to your doctor or hospital. ﬂ y payfor g P y 9

debit card checkbookif purchased) or online bill pay

Flexibility and Tax Savings that draws from youhealthsanngs account.

You canalsochoose to pay for medical expenses out of your 1 You may choose the Automatic Claim Forwarding option,
pocket until you reach the deductible, allowing you to save for allowing qualifying medical expenses be paid directly
gualifiedhealth careexpenses in future years or retirement. to your doctor, hospital, or other facilifsom your HSA

You are not taxed on your HS&ithdrawalsunless you use You can change your election at any time during the year.
the money to pay for nopialified expenses. 1 You may chooséo cover your expenses usiather

Health Information and Education personal funds. This allows you to sakie money iryour
Call the tolHree number on your ID card to reacty@a's24- HSA for qualifiedhealth car@xpenses in future years or
Hour Health Information Lin&", giving you access twained at retirement. The balance in your savings account will
nurses and an audio library of health to#idshours a day. In earn interet.

addition, the @naHealthy Pregnanciesiealthy Babie% 3.0nceyou meetyour deductible, yau and your plan share
program provides prenatal ezhtion and support for mothers the costs Depending on your plan, you pay fatetermined
to-be. coinsurance or copayments for certain services. Your
Tools &Support employer determines the maximum amount ofafypocket

expenses you pay each ygance you meet the maximum,

We help you keep traalf your health and coverageéth the plan pay covered expenses at 100%.

online benefits information, transactio@sd account activity;

medical and drug cost comparisonmnthly statements; and Your HSA can be a tagheltered savings tool. Because your
more.You also hav@4/7/365toll-free access tadedicated HSA rolls over year after year, and unused money
CustomerService team, specially trained to answer your accumulates tagleferred interest, you have the option to pay
questions and address your needs. for current qualified health care expenses out of youkgtoc

and use the account to save for future qualified expenses.

Please noteYour HSA contributions are not taxable under
federal and most state laws. However, your contributions to

Savings on Health and/ellness Products and Services

Through GgnaHealthy Reward§ you can save money @n
variety of healtkrelatedproducts and services. Offerings
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your HSA may be taxable as income in certain states. Please
consult your ta advisor for guidance.

Which services are covered by my {gna Choice Fund
Health Savings Account?

Money in yourHSA can be usednly to cover qualifiechealth
careexpenses for you and your dependents as allowed under
federal tax law. In@dition, your HSA maybe used to cover
COBRA continuation premiums, qualified loterm care
insurance premiums, health plan premiums when you are
receiving unemployment compensation, or Medicare or retiree
health plan premiums (excluding Medicare Supplement or
Medigap pemiums) once you reach age 65. If you use your
HSA funds for expenses thatenot allowed under federal tax
law, thewithdrawalwill be subject to tax, and you will incur a
20 percent tax penalty. TH&) percent penalty is not

applicable once you reachea§5. A list of qualifiechealth
careexpenses is availabteroughwww.myCigna.com

Which services are covered by my {gna medical plan, and
which will | have to pay out of my own pocket?

Covered services vary depending on your plan, so visit
www.myCignacomor check your plan materials in this
booklet for specific information. In addition to your monthly
premiums deducted from your
for paying:

1 Any health care services not covered by your plan.

1 Costs for any servicgg®u receive until you meeyour
deductible, if you choose not to use ybaalthsavings
account, or after you spend all the money in your account.

1 Your share of the cost for your covered health care expenses
(coinsurance or copaymehtter you meet the dediiole
and your medical plan coverage begins.

Tools and Resources at Your Fingertips

I f youdre not sure
advocates.

You now have access to health specialists, including
individuals trained as nurses, coaches, nutisis and

clinicians, who will listen, understand your needs and help you
find solutions, even when yo
Partner with a health coach and get help to maintain good
eating and exercise habits; support and encouragement to set
and each health improvement goals; and guidance to better
manage conditions, including coronary artery disease, low
back pain, osteoarthritis, high blood pressure, high cholesterol
and more. From quick answers to health questions to
assistance with managing necserious health needs, call the
toll-free number on your Cigna ID card or visit
www.myCigna.comSee your benefits administrator for more
details about all of the services you have access to through
your plan.

where to

Wherever you go in the U.S., you take the i§na 24-Hour
Health Information Line with you.

Whet her ités | ate at night, o
traveling and youdre not sure
feel well and youdre unsure a

the Cigna 24Hour Heath Information Line whenever you
have a question. Call the tdtee number on your Cigna ID
card and you will speak to a nurse who will help direct you to
the appropriate care.

www.myCigna.com
www.myCigna.conprovides fast, reliable and personalized
information and service, including:

1 Online access to your current account balance, past
transactions and claim status, as well as your Explanation of
Benefits and health statements.

Medical cost and drug cost information, including cost
estimates specific to yoand your plan.

Explanations of other Cigna products and services, what

they are and how you can use them.

Frequently asked gquestions about health care in general and
Cigna Choice Fund specifically.

P @ X fukhiseCokconvehint, Relpful toBi€that 1 Yo 0 N s i b |
Compare costs

Use tools to compare costs and help you decide where to get
care. You can compare eof-pocket estimates, specific to

your coverage plan, for actual treatment and procedures and
costs.

il

Find out more about your local hospitals

Learn how hospitaleank by number of procedures
performed, patients6é average
our online healthcare professional directory for estimated

b e gpstafor cextain procecunese inchuding wtal sharges and e a |
your outof-pocket expense, based on your Cighan. You
can also find hospitals that earn the Centers of Excellence
designation based on effectiveness in treating selected
procedures/conditions and cost.

u 0 Get therfagts abeutiyous mediba&ion, eostt teeatrbestg i n .
options and side effects

Use the pharmacy tt®to: check your prescription drug

costs, listed by specific pharmacy and location (including
Cigna Home Delivery Pharmacy); and review your claims
history for the past 16 months. Look at conditgpecific

drug treatments and compare characteristicsa&rthan

200 common medications. Evaluate up to 10 medications at
once to better understand side effects, drug interactions and
alternatives.
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Take control of your health

Take the health assessment, an online questionnaire that can
help you identify and mator your health status. You can

learn about preventive care and check your progress toward
healthy goals. And if your results show that you may benefit
from other services, you can learn about related Cigna
programs on the same site.

Explore topics on medcine, health and wellness

Get information on more than 5,000 health conditions,
health and wellness, first aid and medical exams through
Healthwise® Medical Encyclopedia, an interactive library.

Keep track of your personal health information

Health Recordis your central, secure location for your
medical conditions, medications, allergies, surgeries,
immunizations, and emergency contacts. You can add your
health assessment resultdtealth Record, so you can

easily print and share the information with yaloctor.

Your lab results from certain facilities can be automatically
entered into your Personal Healtbdard.

Chart progress of important health indicators

Input key data such as blood pressure, blood sugar,
cholesterol (Total/LDL/HDL), height and weig and
exercise regimertHealth Tracker makes it easy to chart
the results and share them with your doctor.

Getting the Most from Your HSA

As a consume you make decisions every ddsgm buying

the family car to choosing the breakfast cereal. Make gtfurs

a more educated health care c
you, too, can make a difference in the health care services you
receve and what you ultimately pay.

If you choose to see aigna participating health care
professional, the cost is based on disunted rates, so your
costs will be lower.If you visit ahealth care professional or
facility not in the network, you may still ugeur HSAto pay
for the cost of those sdces, but you will pay a higher rate,
and you may have to file claims.

If you need hospital care, there are several tools to help
you make informed decisions about quality and cost.

1 With theHospitalComparison tool omvww.myCigna.com
you can learn how hospitals rank by number of procedures
performed, patientandcostver age

1 Visit our healthcare professiondirectory for GgnaCenters
of Excellence, providing hospital scores for specific
procedures/conditions, such as cardiac care, hip and knee
replacement, and bariatric surgery. Scores are based on cost
and effectiveness in treating the procedure/condition, based
on publicly available data.

1 www.myCigna.comalso includes &lealthcare Professional
Excellence Recognition Directory. This éatory includes
information on:

1 Participating physicians who have amred recognition
from the National Committee for Quality Assurance
(NCQA) for diabetes and/or heart and stroke care.

1 Hospitals that fully meet The Leapfrog Group patient
safety standards.

A little knowledge goes a long way.

Getting the facts about youaie, such as treatment options
and health risks is importato your health and welbeing,
and your pocketbook. Fonstance:

1 Getting appropriate preventive care is key to staying
healthy. Visitwww.myCigna.cormnto learn more about
proper preventive carsmad what 6s covered I

1 When it comes to medications, talk to your doctor about
whether generic drugs are right for you. The braache
drugs you are prescribed may have generic alternatives that
could lower your costs. If a generic version ofiy brand
name drug is not available, other generic drugs with the
same treatm effect may meet your needs.

1 Tools onwww.myCigna.contan help you take control of
your healthand health care spending. You dearn about
medical topics and wellness, aneklp track of your
personal health information. You cafsoprint personalized
reports to discuss with your doctor.

wmss umer and youodl | find tvhat

|l ength of stay
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